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Why Deprol is the first drug 


to use in depressions 


Clinical reports indicate that many depressions can be 
relieved by Deprol and psychotherapy, without recourse 
to more hazardous drugs or EST. 


Deprol relieves the patient’s related anxiety, insomnia 
and anorexia without danger of overstimulation, 

thus permitting better rapport to be established sooner, 
and facilitating more effective treatment. 


Deprol acts without undue delay. Its effect can be 
determined quickly. If unusual cases require additional 
or alternative therapy, this will be quickly discernible. 


Deprol can be controlled — there is no lag period of 

a week or two over which drug effects continue after 
medication is stopped. In cases where alternative 
therapy may be needed, it can be started at once. 


Deprol is safe — does not produce liver damage, 
hypotension, psychotic reactions or changes in sexual 
function ; does not interfere with other drug therapies. 


Bibliography (11 clinical studics, 764 patients) : 
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benactyzine + meprobamate 


Composition: Each tablet contains 

1 mg. 2-diethylaminoethyl] benzilate 
hydrochloride (benactyzine HCl) and 
400 mg. meprobamate. 

Supplied: Bottles of 50 light-pink, 
scored tablets. 

Dosage: Usual starting dose is 1 tablet 
q.i.d. When necessary, this dose may 
be gradually increased up to 

3 tablets q.i.d. 
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Editorial 


By the time these words appear in print, 
the June 25th Symposium will have be- 
come a dim memory, while cortical neu- 
rons prepare for the October sessions in 
Baltimore. Since this is written in mid- 
July, before the summer vacation can 
possibly produce its predictable retrograde 
amnesia, the details are still within grasp. 

It does seem significant that this June 
meeting packed the Barbizon Room of the 
Barbizon Plaza to capacity, and this de- 
spite the lure of many other attractions 
on this or any Sunday morning. With a 
known registration of well over 300, most 
of whom were not members of the Acad- 
emy, it might be profitable to examine the 
facts of the case. 

Perhaps it was the content and intent 
of the program. Entitled “A Symposium 
on Anxiety and Depression,” with leading 
educators as participants, it attempted to 
bring together contributions from many 
disciplines. Biochemistry, clinical medi- 
cine, psychodynamics, psychophysiology 
and psychopharmacology were all repre- 
sented. In some instances, highly techni- 
cal material was presented; yet communi- 
cation was excellent, despite the too fre- 
quent language difficulties usually encoun- 
tered in similar attempts at desegregation. 

But perhaps it was not merely the pro- 
gram. One cannot predict the practical 


value of a medical meeting until the mect- 
ing is completed. Anticipation is not al- 
ways rewarded. It is possible that the 
planned coincidence of the Academy meet- 
ing with that of the A.M.A. is of major 
significance. Our annual meeting might 
reach more of the profession if it were 
held on the weekend before the A.M.A. 
meets each June, rather than in October. 
The change will not only insure good at- 
tendance, but will enable future program 
chairmen to obtain excellent speaking tal- 
ent. This move will not place the Acad- 
emy in competition with the A.M.A., but 
will permit physicians, irrespective of 
their labels, to imbibe the Academy’s phi- 
losophy of “comprehensive medicine.” It 
will increase their ‘take home” wisdom, 
and will relieve future Executive Councils 
of the Academy of the responsibility of 
deciding on future sites for future meet- 
ings. It will guarantee a wider dissemina- 
tion of practical ‘“psychosomatics” and 
might even lure disbelievers to find out 
what it is all about. It seems to this ob- 
server that this is more important than 
repetitively reaching those who are al- 
ready oriented and aware of its scope and 
potentialities. 


Psychosomatics invites your comment. 
W.D. 
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Experiences in Psychiatric Education of 


Non-Psychiatrists 


T. A. WATTERS, M.D.* 


Seven years of group work with non- 
psychiatric physicians have convinced the 
author that this method and area of teach- 
ing can make substantial and far-reach- 
ing contributions to our nation’s morale 
and mental health. Participation in such 
a medium, as we use it, produces experi- 
ence and learning that readily build con- 
fidence, composure and capacity to deal 
with emotional components in human ill- 
ness, distress and dilemma. Non-psychia- 
trists come to function as doctoring per- 
sons with supplemental dimensions, while 
psychiatrists extend their effectiveness, 
compounding their endeavors many times 
through their supervision of others. 


A functional process is created in the 
group where, as a unit, it goes beyond the 
efforts of the individual physician. The 
group gives a full hearing to the doctor 
presenting his case—what kind he selects 
or does not select, and why. A member’s 
selection of cases for presentation or non- 
presentation brings out interesting in- 
sights, because it does not take long to 
observe what cases stimulate him to com- 
ment or induce non-participation. The 
physician does what he can for an indi- 
vidual patient within his limitations and 
capacities, within the circumstances and 
time at his disposal. He can select his 
pharmacologic, physiologic, psychologic 
or sociologic rationales, but he must jus- 
tify his plan of action to the group, re- 


*Clinical Professor of Psychiatry, Louisiana 
State Univ. Medical School, New Orleans, La. 

Presented at a Symposium on Anxiety and De- 
pression at the Meeting of the Academy of Psy- 
ee Medicine, New York, N. Y., June 25, 
961. 


membering that he will report on the case 
repeatedly as to its course and progress. 
The group is cautious in case analysis, 
perceptively sensitive to fiction; skeptical, 
searching for facts, yet conservative in 
promise and prediction, It does not rec- 
ommend or treat, but does express dis- 
approval of wild deductions and proce- 
dures, The expectancy and requirements 
of the group usually elicit from the phy- 
sician an integration and formuiation of 
facts which before the discussion had 
eluded him. Practical and realistic goals 
emerge, replacing those that often were 
vague and nondescript. Illness, therapy 
and recovery take on broader meanings, 
over a wider range of personal, familial 
and social significance. The effect of the 
treatment process, with the doctor as part 
and parcel thereof, takes on fuller visi- 
bility which so often is not seen, and sel- 
dom studied for what it is. 


The formation of a group which serves 
as a tool of learning requires careful con- 
sideration, Not everyone is fitted to be- 
come a member. The group functions in 
a dimension uncomfortable for some, and 
not to be utilized by others for personal 
reasons. Ambivalence involving one mem- 
ber or another from time to time can be a 
problem, arising from various conflictual 
attitudes about his participation, his role 
in the group, and his professional work. 
Occasionally a physician finds himself in 
the predicament of having to decide 
whether to stay in or get out of the group. 
Attrition invariably occurs, but not as 
often as in former years. Better selection 
precludes this, because motivation to 
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learn, and ability to work with and within 
the group are paramount considerations. 
Some persons are more sensitive, and their 
self-esteem and security more easily 
threatened. How and what treatment con- 
sists of is not too easily shared by some 
doctors. A leader has to be quick to de- 
tect this and other problems that might 
tend to disturb a member; in group work 
he must be deft, tactful, and helpful. 

Not everyone can be an effective leader. 
Contrary to earlier experience, it has been 
found in some groups that the role of the 
leader is accorded to the psychiatrist- 
teacher and, when this is firmly main- 
tained, there is less confusion of roles 
and smoother group functioning. Assign- 
ment of leadership to a single person 
seems to further the best interests of the 
group. The leader must activate, moti- 
vate, encourage, catalyze, and lend to the 
group much of himself. This tends to keep 
it functioning at an effective pitch of per- 
ceptive acuity and clinical astuteness. The 
teacher-leader encourages more and more 
spontaneous lateral and _ perpendicular 
participation with eager inquiry and the 
fullest comprehension. He needs in addi- 
tion to maturity, experience, pedagogic 
ability, conceptual and verbal facility, an 
understanding of biology, anthropology 
and socio-politico-cultural and religious 
systems to enrich and round out case dis- 
cussions. The group’s pooling of inter- 
ests and pursuits is considerable, and gen- 
erally a competent leader learns as much, 
if not more than anyone else. With a 
knowledge of group dynamics and the 
ability to shift quickly from one system 
of criteria to another, he can keep discus- 
sion profitable for all. His is the task of 
keeping the group process focused on the 
case study, the patient-physician relation- 
ship, treatment process, changing symp- 
tom picture, socio-environmental changes, 
convalescense, referral, recovery and dis- 
charge. Al] these matters are kept under 


scrutiny. The co-leader, usually a non- 
psychiatric physician democratically elect- 
ed from the group, will help lead dis- 
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cussion, translate rapidly from _psychi- 
atry to general practice or another spe- 
cialty, reduce theory to practical appli- 
cation, arrange meetings and places, fol- 
low up absences and misadventures, and 
help with problems. His is a significant 
role, especially if there is no second psy- 
chiatrist co-leader. 

A group can be projected for a year or 
a longer period, Some of the original mem- 
bers in the author’s first group contem- 
plate beginning an eighth year this au- 
tumn. Many shifts, balances and re-bal- 
ances can take place over this length of 
time, some revealing all too clearly spe- 
cific problems of certain members. Groups 
themselves change in effectiveness, and 
may be hampered in functioning until 
some member is given more direct consid- 
eration with an opportunity, to fully jus- 
tify his position. Real learning for all 
may occur as much at these times as at 
others. The growth of an individual as 
a person can be observed along with his 
growth as a therapist. Thus, a difference 
between personal and professional matu- 
ration may be distinguished. We find dis- 
tinctions as well between investigative and 
clinical roles and functions. The same 
person may not be competent in both, nor 
do the same criteria apply to the two 
roles. This is particularly true as seen 
by a group comprised of members in prac- 
tice. 

A constant aim of the group is to de- 
velop the dimension of personal effective- 
ness intuitively, tactfully, comprehen- 
sively, in a socio-psychosomatic situation 
calling for help. When there is thera- 
peutic intent and insightful action, psy- 
chiatric assistance is being given, Such 
doctoring without exception is condi- 
tioned, partially or completely, by whole- 
some participation in a pact or contract of 
assistance. 

Some members who, in the beginning, 
are rather authoritative and dogmatic in 
their approach, are seen to move in the 
direction of becoming composed, inter- 
ested, neutral but helpful observers. The 
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understanding extended by a clinician 
with warmth, perceptivity and considera- 
tion is in itself a healing force. There are 
evidently enough scientific, overly objec- 
tive, impassive persons in medicine. 

Any attrition, though infrequent now, 
must be taken impersonally, because it 
can in many instances represent self-reg- 
ulating, self-prescribed limits of toler- 
ance, assimilation and acceptance. It has 
been necessary for members to drop out 
for periods of time, following which they 
rejoin the group and become effective 
again. 

Yet, for those who remain and permit 
the disclosure, this has always proven to 
be a very vital, and in many respects, cor- 
rective experience. The author has found 
selectivity in membership necessary to 
the well-being and effectiveness of a 
group, because in some physicians there 
may exist psychopathology that is not 
only troublesome, but stubborn and per- 
sistent, slowing and impeding group work, 
and leading to such dissatisfaction that 
they must drop out; still it must be said 
that others have done well in spite of 
the psychopathology. Much is in know- 
ing about the psychopathology in advance 
and how and in what areas it expresses 
itself. Applicants can be deceptive, and 
we do not hesitate to deal at length with 
the core of deception that exists in any 
member, This, iike other principles fol- 
lowed, has paid off in heightened group 
morale and functioning. Careful inquiry 
is made into the member’s prospective 
reason for the wish to join a group; into 
the length of time he has been out of 
school; into his professional, social and 
domestic status. These facts are weighed 
against his potentials for growth and con- 
tribution to the group’s welfare. The goal 
is set for full doctoring: a comprehensive 
and psychotherapeutically competent gen- 
eral practitioner or specialist—one whose 
fear of human relations has been eradi- 
cated; who can work with relative ease in 
the area of the emotions, appreciating 
them for what they are and what they do. 


The group functioning presents itself as 
a complex set of intellectual operations, 
inter-personal emotions, perceptions, and 
empathic facilities. From the many epi- 
sodes, experiences and crises arising from 
case presentations and inter-personal rela- 
tionships within the group, members de- 
rive a broad understanding of difficulties 
in human participation and communica- 
tion, with symptoms and syndromes pre- 
cipitated out when stresses and strains 
occur. It is not long until the bounda- 
ries of what refers to the doctor, and what 
to the patient in their medical relation- 
ship, become clearer; it is perceived how 
often the doctor himself shifts to the 
role of patient in the treatment process. 
The author’s group has had some inter- 
esting examples of the physician’s adopt- 
ing the role of telling his own troubles to 
an interested, mothering person, revers- 
ing his whole attitude about the patient 
and the patient’s plight as a result of his 
own aeration, 


The physician who reports his attitude 
toward his patient and the group, faith- 
fully and earnestly, and who reveals to the 
group just what has transpired in the 
treatment situation, including at times his 
own physiologic and psychologic responses 
for clarification, will make possible rich 
learning for all. However, the group is 
quick to detect any withholding on the 
part of the physician, either by design or 
through unconscious inhibition. It will 
induce him to be frank. If he can handle 
it, so much the better, but it can be rough 
if he refuses to cooperate. The author has 
observed that the group is tolerant, sup- 
porting, forbearing, forgiving, and under- 
standing as long as it perceives that the 
physician is earnestly endeavoring to re- 
solve a clinical problem. 


On the other hand, it can be unkind, 
brutally frank and quick to expose him if 
he holds back; it can be punitive if he is 
insulting, antagonistic or rejective. In 
any event, this is the type of learning that 
counts, the kind sorely needed in our day 
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and time, if we are to pursue our original 
course and endure as a free people. From 
such mutual sharing, the author has seen 
a young physician recover from his own 
depression and help a patient get over 
hers, although she had been treated pre- 
viously by a psychiatrist without much 
result. Also, from such sessions, an- 
other physician surrendered a callous 
manner when he became less fearful 
through learning that he could not bluff 
some patients, for they too could play 
the same game in therapy. In this par- 
ticular case, it consisted in the patient’s 
not getting a job and working and paying 
his bill, while at the same time pestering 
the physician for help, as if to say, “If 
you are so powerful and important and 
can use hypnosis as you do, then prove it 
in material terms by getting me a job and 
observing my success!” 

A well-formed, cohesive group displays 
strong unity, interest and understanding 
that is relied upon and valued by its mem- 
bers. However, a point of saturation can 
be reached where diminishing returns en- 
sue; then usually the member can and 
does separate—pleasantly, if the leader 
and co-leader are aware of the situation 
and are helpful. Underlying troublesome 
trends in members with patients or to- 
wards group members or sub-groups, may 
not be so obvious to others, but they must 
be distinguished early enough to be dealt 
with adequately before real difficulties oc- 
cur. This psychologic third dimension 
must be grasped and kept always in focus 
in order for the group to clarify and cor- 
relate material at its best, and this can 
require delicate management. Election of 
a co-leader by the group should take into 
account not only this grasp, but also a 
strong capacity to lead and focus discus- 
sion; he must be able to deal with situa- 
tions and persona] feelings without giving 
offense. Their detection and mention, if 


leader and co-leader are sincere and con- 
siderate, even though forthright, will usu- 
ally be well accepted by both the partici- 
pant and the group. Absences are usually 
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considered symptomatic unless excuses of- 
fered are exceptional as compared to those 
usually given by doctors. 


The non-psychiatric co-leader is encour- 
aged to telephone and check up on the 
absentee. Once or twice the person was 
found to be really incapacitated, these 
times from heart attacks. Experience has 
taught that post-coronary patients are un- 
fortunate selections, because they improve 
after they get into the group, but take on 
more responsibilities outside the group, 
ultimately having another attack. This 
forces them to drop out, with real loss to 
the group and a general feeling that the 
situation has been an unhappy one. At 
the present time, we do not accept such 
persons, They would do better to obtain 
individual therapy, because after all, a 
group such as this is not considered spe- 
cifically therapeutic in purpose. Al- 
though therapeutic benefits accrue, it is 
not structured with therapy in mind. This 
has been a point of fruitless contention in 
some quarters. Yet this emotional learn- 
ing, with its applications, holds many po- 
tentials for careful study by those who se- 
lect methods of teaching, and plan cur- 
ricula in institutions of higher learning. 
Our original group has had the unique ad- 
vantage of observing graduates of years 
ago and the recent past work together, in 
spite of different kinds of emotional lacu- 
nae and ill-fashioned notions about psy- 
chiatric ailments taught in times gone by. 
Some had become disillusioned after a 
few or many years of practice, in most 
cases successful practice at that, and 
sought to remedy deficiencies through 
joining the group for further learning. A 
well-led group of men with this back- 
ground will seek every chance, usually at 
every meeting, to make meaningful in 
some way an area of human performance, 
always extending the participant’s con- 
ceptual range. 


Cultivated in the learning experience 
are such skills as self-awareness, obse)va- 
tion, talking, listening, emotional |an- 
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guage, appropriateness of timing—what 
to do and when, extracting from an ac- 
count or historical report the less obvi- 
ous but nonetheless personally significant, 
eliminating the non-essential, and finally 
integrating facts into an explicable whole. 
All these things and more are practiced 
and polished in the group setting, includ- 
ing propriety, practicing the Golden Rule 
and other ethical considerations likely 
thought by some to be old-fashioned and 
tangential, but not by us. It may be 
months before the leader has the oppor- 
tunity of seeing the group work through 
something bearing upon a case under dis- 
cussion, but the total import of which is 
profitably assimilated. To enrich the dis- 
cussion, reading may be assigned before- 
hand to the group, or a report is made on 
some article or book by a participant; or 
some aspect of a subject is assigned for 
report by several persons. For example, 
a study of six to eight weeks was made 
on money, with its many implications. 
This was pertinent because of a case be- 
ing studied wherein the patient presented 
unusual patterns of paying and not pay- 
ing, in different areas of his life, accom- 
panied by a peculiar sense of obligation. 
At another, we brought under scrutiny 
pride, prestige and omnipotence; another 
time, trance states, compliance, submis- 
sion, dependence, passivity, as a series. 
We have no fixed ritual of limitations and 
restrictions. Experience and interest are 
utilized at any time, provided they apply 
to the case material at hand in the real- 
ity of practice. In the instance of the 
study of money, the outcome was most 
fruitful, with application to cases that 
continued to be presented for two years. 
Therapeutic progress took place as a con- 
Sequence in several cases under treat- 
ment by members in the group. 

The aptitudes, attributes and attitudes 
of the various members are brought out 
in the group’s clinical function. Some- 


times they are slightly veiled; at other 
times they are openly brought out as the 
occasion and leader’s judgment dictate. 
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The most is made of a valuable clinical 
asset such as intuition, imagination and 
empathy. Attitudes that are rejective or 
non-accepting are noted; attributes that 
are offensive, crude or cumbersome are 
softened; aptitudes that are slick, cunning 
and crafty are watched. Manners that 
are inviting, tantalizing, seductive are 
carefully identified—not that the aims of 
a charm school are imitated, but rather 
it is felt that such things have been neg- 
lected in certain instances because it was 
assumed that they had been attended to 
at home, while it was the business of the 
medical school to emphasize scientific 
matters. Yet, in the final analysis, hu- 
man relations, which are the sine qua non 
in therapy, are oiled and eased by a con- 
genial approach as outlined. 


On the other hand, they are not im- 
proved by the cold, stern, pathologic ob- 
jectivity so frequently seen in physicians 
who are uneasy in their relationships with 
people who have complaints and troubles. 
While the investigator and clinician both 
have lofty aims, they differ in skills and 
capacities: the former works with facts 
with less warmth, while the other deals 
with them with more warmth, The appli- 
cation and use of facts to help in the rep- 
aration, reconstruction and recovery of a 
distressed person is of less concern to one, 
but of immediate solicitude to the other, 
the therapist. 


A common phenomena frequently seen 
is that of two harrassed people, patient 
and doctor, hectically combined to perpet- 
uate rather than solve a human riddle. 
The patient returns for different and 
newer treatments, carrying from each a 
temporary lift, but final disillusion, yet 
continuing on in the same futile course. 
Here, the group seeks to initiate a move- 
ment that will continue toward a resolu- 
tion of stresses, symptoms and dependen- 
cies. Rewarding results may come slowly. 
At times, even when a physician is ques- 
tioning, with a hint of alarm, what has 
been done or left undone, implying that a 
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referral is justified, there may be an in- 
dication the doctor is in a dilemma, de- 
pressed and in need of a lift himself, Al- 
though group study may be profitable, 
some counselling on the side for the phy- 
sician concerned may also be given. If 
indicated, the leader and co-leader can 
recommend additional assistance for the 
participant—even therapy. However, he 
must weigh many factors before under- 
taking to do this himself, because herein 
lie several opportunities for a participant 
to augment his ambivalence, get a “pa- 
tient peep” at psychiatry and psychother- 
apy, then reject it with some temporary 
flare-up of self-assurance. He can then 
execute the classical magical maneuver of 
leaving the difficulty with the psychiatrist 
as the scapegoat, or, the may use this as 
an opportunity for token help insufficient 
for his real needs, The leader can be easily 
placed in a most compromising position, 
limiting future freedom in discussion, for 
the physician can get the impression that 
he is being referred to by the leader, and 
use this as an excuse to withdraw with an 
easy conscience. It can be the beginning 
of entangling alliances, even intrigue, if 
sibling rivalry, tale bearing or loose talk 
come into the picture. 

All of these matters must be fully con- 
sidered when such a situation presents 
itself, if the group is to survive. These 
hazards are not encountered in lecture 
courses, workshops, or in short seminars, 
where the leader is not exposed and put 
to the test as in the long pull involved in 
working with the kind of group under dis- 
cussion here. These various approaches 
have been tried over the seven years, but 
the group functioning as a tool of learning 
over a long time gives the opportunity for 
exposure of problems and change. Lec- 
tures and seminars cannot offer to the in- 
dividual physician the intensive learning 
experience to be found in the long-contin- 
uing study group, but they have their 
place, dependent upon the setting. 

Rewarding results from disclosure of 
latent bits of primitive material and au- 
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tomatic behavior, may be observed in the 
growth of an attitude of acceptance, tol- 
erance, patience and, above all, under- 
standing, so necessary to the help-giving 
profession, The doctor, in order to un- 
derstand another person, must put forth 
sustained effort, extending emotional por- 
tions of himself, while at the same time 
operating over a span of effective tension, 
and interest, between himself and his pa- 
tient. In the ameliorative experience, lis- 
tening, seeing, talking and understanding 
are decidedly positive skills of the high- 
est order. They comprise a comprehen- 
sion vital to those who deal with psycho- 
logical problems. 


The participant in the group session has 
many close opportunities to learn the es- 
sential ingredients of human cooperation, 
and collaboration with other members, to 
achieve a common goal. Such openings 
constantly present themselves, often mag- 
nified as they are through the group proc- 
ess, being easily discerned and grasped 
at the peak of insightful tension follow- 
ing the dissipation of resistance toward 
group work. Multiple facets of the pa- 
tient-physician relationship are brought 
out gradually, often showing the physi- 
cian’s personal investment in a relation- 
ship even to affecting his choice of treat- 
ment, the patient’s frequency of visits, 
and relapses. 


In communicating psychiatric concepts, 
the use of technical jargon is avoided. If 
used, the leader persistently requests con- 
ceptual clarification. When obtained, a 
familiar term is usually found, and simple 
communication is established. 


Terms are clarified and expressed in lan- 
guage meaningful to the general practi- 
tioner, and finally to his patient, thus 
treatment ultimately must fit into the so- 
cio-cultural and intellectual grasp of the 
individual. We persevere in reducing the 
complex to the more simple when })0s- 
sible, then thoroughly discuss the prob- 
lems and propositions until alternative so- 
lutions are reached. It is not difficult to 
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find their paradigms in the life situations 
of the average person in the average com- 
munity. Frequently, therapy must be 
acopted with a modification of goal as a 
concession to the patient’s frame of liv- 
ing. Technical terminology can serve as 
a smoke screen for fuzzy concepts. This 
is true not only of psychiatry, but of other 
disciplines as well. 

Hidden subtleties in apparently simple 
and casual statements, involuntary move- 
ments, or conventional behavior are 
brought out in discussion, enabling the 
physician to enhance his grasp of the 
meny variations of human petitions and 
pleas as expressed through non-verbal 
means, Failures and misadventures make 
good material for group work, leading as 
they do to stimulating, sometimes stirring 
but beneficial participation. Other mem- 
bers usually join in because they too have 
experienced similar situations. The leader 
lets them express themselves fully, but 
watches for openings to use as corrective 
learning opportunities, encouraging emo- 
tions that make the experience real and 
convincing. 

Group cohesion is enhanced in the set- 
ting of the homes and offices of the par- 
ticipants. An informal atmosphere is 
encouraged, but this is never done at 
the expense of the objective pursuit of 
human facts and feelings, whether ficti- 
tious or real. The home or office also 
readily yields real understanding about 
the doctor’s working and social milieu, 
rounding out a conception and evaluation 
of the participant by the group. At times, 
the setting gives real clues to some of his 
blind spots and pressure points. Usually 
there is an interruption midway in the 
two to two-and-one-half hour session for 
refreshments. This affords an opportu- 
nity for meeting the wife and family. In 
addition, there is one social gathering 
during the year especially for the wives. 
This gives them a chance to display their 
Social talents to good effect, and to share 
in the group. Without the sanction and 
real interest of the wives, members soon 





reveal what is amiss, and may reach the 
point of dropping out. 


This can happen especially if they are 
prodigal of their new learning and attempt 
to apply it at home. Wives must not feel 
judged and criticized. Our policy has been 
the contrary, and we feel this extra con- 
sideration is to the group’s benefit. We 
listen carefully to them at our social gath- 
erings, because what we hear is usually 
complimentary and, in most cases, appre- 
ciative. After all, it is illogical to cure 
neurotics in the office while at the same 
time making neurotics of those at home 
through neglecting legitimate demands 
for the three great ‘‘A’s’”—attention, af- 
fection and appreciation. The group is 
solicitous of helping the doctor as well as 
his patients. With positive feed-backs 
from both, and feeds of a positive nature 
into their respective homes and families, 
health service is compounded. 


It is impressive to behold the dedication 
of these physicians, the scope of their in- 
terest and the earnest service the public 
derives from their efforts. An over-all 
philosophy prevails of wanting to do what 
is right and best, generously giving the 
individual participants every opportunity 
of working this out with the support of 
the group. It is striking, too, to observe 
what a grasp of the minutiae of many 
cases is reached by the different mem- 
bers. 


Not only do these physicians keep in 
mind the facts concerning their own cases, 
but they also have command of the es- 
sentials of other cases presented one or 
more times. They move freely backward 
and forward to contrast similarities and 
differences between old and new cases, 
with astute comments displaying a good 
understanding of what is involved. The 
group must feel satisfied with what is, 
after all, a mutual endeavor. Hence a jus- 
tifiable pride is felt when a patient‘s frus- 
trations have been reduced, his fears re- 
lieved, and when he finally surrenders his 
symptoms, reaching out with added cour- 
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age and confidence to new and more effec- 
tive solutions to his life problems. 

The need today is not so much for more 
psychiatrists as for more comprehensive 
doctoring. Unfortunately, the desire for 
more prestige influences some physicians 
to forego fine opportunities for service in 
their own areas and bolt for what appear 
to be greener fields. The goal of these 
groups, therefore, over the past seven 
years, has been to confirm the non-psy- 
chiatrist in his original choice and help 
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him expand and complete his role as a 
doctor. The premise is that he can do 
well with minor psychiatry and both pre- 
ventive and ameliorative therapy. The 
method emphasized here is using the 
group itself as a tool of teaching. The 
results conceivably spill over from build- 
ing individual stamina and morale to 
strengthening the cell of society—the 
family unit itself. 


429 Iona Street, Metairie, Louisiana. 





Psychiatrists should be physicians first, and specialists second. Too many have 


strayed from the main stream of medicine. 


If one deals only with the psychological or 


social phenomena of those who present themselves for relief, if one thinks not in terms 
of the whole individual, if one is not always on the alert for manifestations of mal- 
function in any organ system, if one is no longer competent to identify such pathology 
and effectively to deal with it himself or by wise referral, how is the psychiatrist to 
reflect the substance of the medical degree he holds? 


Robert L. Felix, M.D. 
Presidential Address, American Psychiatric 
Association, Chicago, May 1961. 





Emotional problems appear to constitute an enigma for the practicing physician: 
many physicians completely failed to recognize these problems in their practices. 
Others, while recognizing the problems, were either indifferent to them or appeared 
to be made uncomfortable by patients with such problems. References to malingering, 
hypochondriacs, ‘problem patients” or “getting them out of the office quickly” were 
frequently heard, all indicating that some physicians were not prepared to deal sym- 


pathetically with these patients. 


Osler L. Peterson, M.D. 
J. of Medical Education, 1956. 


(Quoted in Action for Mental Health, The Final Report of the Joint Commission on Mental IIl- 


ness and Health, Basic Books, N. Y., 1961.) 
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PSYCHOSOMATICS 


The Internist as Psychotherapist 


WILLIAM HorowI!tTzZ, M.D. 


“Nor bring to see me cease to live 
Some doctor full of phrase and fame; 
To shake his sapient head, and give 
The ill he cannot cure, a name.” 

—MATTHEW ARNOLD. 


Medicine historically is entwined with 
magic, ritual, and the priesthood. The 
physician as healer represents all of this 
background, consciously or not, even to 
his most sophisticated sick patient. 

Illness forces the reality of the falli- 
bility of man. The admission of his mor- 
tal state brings anxiety and sometimes 
even terror, A smashed machine can be 
replaced, a devastated city rebuilt; but 
how does one renew the paraplegic, the 
cachectic with neoplasm, the paralytic 
with degenerative nervous system disease, 
or the executive felled by a coronary oc- 
clusion ? 

The internist occupies the keystone in 
the arch of medical practice flanked on 
the one side by the general practitioner 
and on the other by the subspecialties of 
medicine and surgery. Since his practice 
embraces diagnosis of problem cases and 
management of the more difficult patients 
either in association with the referring 
physician or independently, the internist 
must be quick to spot complicating emo- 
tional aberrations. These vary from re- 
active depression to phobic, obsessional, 
compulsive, or even psychotic behavior. 

Psychotherapy has empathy as an abso- 
lute prerequisite. Empathy may be de- 
scribed as responsive sympathetic vibra- 
tion. As a physical example one may re- 
call that a note struck on the piano will 
set vibrating sympathetically an object of 
the same frequency. Empathy goes beyond 
mere sympathy, clucking understanding, 
or feigned concern. The emotionally dis- 
turbed patient is supersensitive to his phy- 


From Morrisania City Hospital and Montefiore 
Hospital, New York, N. Y. 


sician’s attitudes. Only that physician 
who experiences empathy will be success- 
ful in psychotherapy. Furthermore, phy- 
sicians with empathy practice psychother- 
apy whether or not it is so recognized. 
Jonathan Swift in Polite Conversations 
remarked, ‘The best doctors in the world 
are Dr. Diet, Dr. Quiet, and Dr. Merry- 
man.” 

Again this may be looked upon as an 
art form such as music, painting, acting, 
or writing. These are innate gifts with 
which one is either blessed or not. Study 
and practice can only polish or perfect 
but cannot initiate. Thus in psychother- 
apy the realization of its use may be ex 
post facto. The reassurance and support 
of the consulting physician lay the foun- 
dation for the patient’s physical and emo- 
tional recovery. 


CASE REPORTS 


Case 1: A 39-year-old accountant on the second 
day of hospitalization for an acute posterior wall 
myocardial infarction greeted my arrival for 
consultation with an anxious forced smile and 
the remark: “Doctor, this is what happens io 
the next fellow, isn’t it?” I agreed with the ob- 
servation but suggested that I withhold comment 
until I had completed a thorough examination. 
Then with the referring physician I reviewed the 
electrocardiogram and laboratory data. I was 
then able to point out to the patient the mitigat- 
ing factors in his particular catastrophe: the 
lack of shock, the absence of dyspnea and cya- 
nosis, the maintenance of normal blood pressure, 
the lack of chest pain after the initial episode. 
As he accepted my assurance of his recovery, his 
anxiety eased. I was able over the next two 
weeks to change a frightened anxious husband 
and father into a reasonably confident profes- 
sional man who understood that with moderation 
of his physical and emotional stresses, regula- 
tion of diet and medical management he could 
return as a self-sufficient member of society. 

Case 2: A 58-year-old bookkeeper-office man- 
ager consulted me because of the recent onset of 
bloody diarrhea. Sigmoidoscopy and barium en- 
ema studies confirmed the diagnosis of early ul- 
cerative colitis. Since the death of his wife six 
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years previously with metastatic breast cancer, 
he lived in a furnished room and visited with 
his two married daughters. During his hospi- 
talization in addition to diet and steroids, I 
treated him with supportive psychotherapy and 
had him discuss openly and unhurriedly his mode 
of life, his work, his anxieties, and his goals. Af- 
ter repeated sessions he admitted his feelings of 
inadequacy and tension on a job which he real- 
ized was beyond his scope since he was little 
more than a bookkeeper in a position which re- 
quired broad knowledge of accounting. After 
assuring the patient that his recovery depended 
as much on the release of emotional tensions as 
on medical management, he resigned from his 
job for medical reasons and made a remarkably 
rapid recovery. Three months after his four- 
week hospitalization, he had an occasional diar- 
rheal stool. One year later sigmoidoscopy re- 
vealed a normal mucosa. He has since remarried 
and is well adjusted now as a bookkeeper. 

Case 3: A 24-year-old private secretary to the 
vice-president of a large corporation was referred 
by her mother who was under my care. Although 
she had been tense and rebellious most of her 
life, it was during the previous week that she 
was unable to continue at her work when she 
would cry and sob uncontrollably on taking dic- 
tation from her boss. She was regarded as a 
model of efficiency, always remained late to fin- 
ish the day’s work, even returning to the office 
on Saturdays and Sundays so that nothing was 
ever left over. She realized that she would 
compulsively type out correspondence in the se- 
quence given even though less important let- 
ters might be delegated to a typist. A review 
by organ systems revealed scanty and irregular 
menstruation, dryness of skin, slow hair growth, 
urticaria and drowsiness. Physical examination 
confirmed the dryness of skin, lustreless and thin 
hair on the head, slight obesity, and dermogra- 
phism. Basal metabolic rate was —15%. Thy- 
roid extract 30 mg. daily was given, a dietary 
regimen was started and the patient was en- 
couraged to return for psychotherapeutic ses- 
sions with the understanding that her problem 
was organic hypo-thyroidism as well as a func- 
tional compulsive psychoneurosis with reactive 
depression. After the first few interviews she 
became aware of her dissatisfaction with her 
appearance; her compulsive activity in the of- 
fice served to use up free time in which she 
would have had to compete inadequately with 
better-looking girls, as well as garner compli- 
ments on her excellence as a secretary. She dis- 
covered that in giving expensive gifts to asso- 
ciates she was attempting to buy their love and 
friendship. She had begun to doubt the role of 
her priest as her religious adviser and felt she 
understood her religion better than the church. 
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Her sexual knowledge was rudimentary, inaccu- 
rate, and unexperienced. Sexual fantasies and 
desires were erupting into conflicts. 


With the expectation that correction of the 
hypothyroidism would improve her physical ap- 
pearance, skin and hair, and that she would be- 
come more alert and also regular in her menses, 
this young woman accepted the reassurance and 
guidance of the abreactive sessions in which she 
talked and talked. On those days when I did not 
see her, I asked her to write letters to me on 
any subject. At first I received three or four 
letters each day running to 12 pages each. After 
two weeks of therapy she decided her goal in 
life to be marriage and a family. Her crying 
episodes were replaced by a feeling of self-assur- 
ance. She was encouraged to dress well, have 
her hair done and return to work. She was able 
to do her job well, and able to date young men 
of her own milieu. She was cautioned against 
making important decisions while still not re- 
covered from her emotional illness. 


Case 4: The medical resident presented a 42- 
year-old Navy veteran who was unable to walk 
because of arthritis. His wife taught school 
part-time to help support their two young chil- 
dren since the husband had been repeatedly hos- 
pitalized for rheumatoid arthritis. In the last 
year he had been in the Veterans Hospital for 
six months and now entered Morrisania City 
Hospital with pains in elbows and knees and in- 
ability to walk. Examination revealed minimal 
change of rheumatoid arthritis of these joints 
confirmed by X-ray studies. He had no fever 
and the ESR was moderately elevated to 30 
mm/hour. Passive manipulation of the joints al- 
lowed almost complete range of motion. On ques- 
tioning, the patient replied that after serving in 
the Navy one year, he was hospitalized and dis- 
charged for nervousness. He had never learned 
a trade and scraped through with a high school 
diploma. He had never earned sufficient money 
so that his wife, who was a teacher, worked full 
time before her pregnancies and now with two 
children worked part-time. He felt inadequate 
and guilty. His joint. pains were markedly ag- 
gravated after arguments with his wife. While 
hospitalized he felt best when he “tried not to 
think.” 

Psychotherapy was effected by first establish- 
ing a friendly, non-critical relationship. He was 
assured that his arthritis had resulted in minimal 
destructive joint changes and that his disability 
was much more related to emotional rather than 
physical mechanisms. He was encouraged to 
move about, exercise the joints actively, and <et 
up and walk. When he understood that inic- 
tivity would lead only to atrophy and final crip- 
pling, his recovery was facilitated and on «s- 
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charge from the hospital he had decided for the 
first time to meet his responsibilities. 


Case 5: A 32-year-old sales executive, the son- 
in-law of my patient with ulcerative colitis, 
sought relief from recurrent episodes of spas- 
modic epigastric pain with belching and heart- 
burn. Medical survey revealed a moderately 
obese individual with hypermotility of the stom- 
acli and upper intestinal tract on barium swal- 
low. When I suggested to the patient that emo- 
tional tensions might cause these symptoms and 
that although a peptic ulcer was not now pres- 
ent. continued stress might lead to an “ulcer,” 
the patient unburdened himself. From youth he 
hac always noted abdominal cramps when ex- 
cited or upset. Recently he had bought his own 
home and the monthly mortgage payments were 
three times his previous apartment rental. Fur- 
thermore his boss was pushing him hard to pro- 
duce more sales although his annual total topped 
the entire sales force. He felt trapped. He must 
not incur the enmity of his boss. 


During those weeks in which his sales fell be- 
low the comparable level of the previous year 
which had been his highest, his symptoms in- 
creased in severity as he became less sure of 
himself. There had been insanity in his ances- 
try and he feared a breakdown. Antispasmodics, 
bland diet and antacids with supportive psycho- 
therapy at frequent intervals were employed. It 
was necessary to impress the patient with his 
positive assets: sales ability, cordiality, con- 
scientiousness, clean-cut and well groomed ap- 
pearance. He has so regained his inner secur- 
ity that he is now being interviewed for a better 
position with another corporation. 
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CONCLUSION 

Psychotherapy as an adjunct to medical 
therapy reinforces and enhances the inter- 
persona] relationship of patient and physi- 
cian. Until such time when knowledge 
and control of cellular physiology, enzy- 
matic reactions, and genetic aberrations 
give the physician-scientist mastery of 
health, we must use what we have. Cer- 
tainly more and more radical surgery is 
not the solution to the cure of neoplasia 
no more than higher and higher voltages 
of our radiation sources. Yet within our 
present knowledge, admittedly inadequate, 
we use these methods which in years to 
come will be regarded as barbaric. Per- 
haps in the future we shall have a unit 
of courage in ampoules, or a microgram of 
hope and happiness, one tablet t.i.d. 

Today psychotherapy is the instrumen- 
tality by which the physician may infuse 
a will to live in his depressed seriously ill 
patient. To restore pride in self, courage 
to face the problems of existence—these 
are the necessary ingredients in the for- 
mula for a successful life. Tact, reassur- 
ance, faith, and knowledge are the bases 
on which therapy rests. The patient seeks 
in his physician more than the scientist. 


96 Garden Road, Scarsdale, New York. 





Seeing’s believing—but feeling’s the truth. 


Proverb. 





256 PSYCHOSOMATICS 


Anxiety and Depression in 


JULY-AUGUST 


“Borderline” Schizophrenic 


States — Treatment with Valium,* a Librium Analog 


J. N. SuSSEX, M.D., P. A. LINTON, M.D., 
and C. E. HERLIHY, M.D. 


A symposium on anxiety and depression 
is quite timely in these days when so 
many new compounds are appearing with 
great regularity on the therapeutic scene. 
All physicians, whether in psychiatry as 
their sole pursuit or in the practice of 
general medicine, welcome guide lines to 
the proper treatment of these most com- 
mon harbingers of emotional turmoil. We 
usually decry the treatment of a symptom 
without sufficient understanding of the 
underlying cause, but in the matter of 
anxiety-depression, relief from the symp- 
tomatic burden is imperative. Our pa- 
tients, free of at least these symptoms, 
do better in psychotherapy, are more ef- 
fective in their daily lives, relate better 
to family and friends and do not aggra- 
vate their symptom load because the vi- 
cious circle of anxiety—guilt—depression 
—anxiety is interrupted. 

Anxiety and depression are seen alone 
or together in many illnesses—schizophre- 
nia, depressive psychoses or neuroses, 
anxiety states, situational reactions (the 
discouragement — dejection syndrome), 
psychophysiological conditions and imma- 
turity reactions. However, because these 
symptoms, especially depression, may 
have entirely different meanings depend- 
ing upon the particular psychiatric illness 
in which they appear, it is necessary to 
evaluate the quality of the anxiety and of 
the depression in the context of the total 
clinical syndrome. This constitutes an ap- 
proach to the problem via the symptom, 
that is, using the quality of the anxiety 





*Formerly designated by Hoffmann-La Roche 
as LA III. 

From The Department of Psychiatry, The Med- 
ical College of Alabama, Birmingham, Alabama. 

Presented at a Symposium on Anxiety and De- 
pression at the June 25, 1961 meeting of the 
Academy of Psychosomatic Medicine, New York, 
N.Y. 


as a guide in the choice of the best mode 
of treatment. In other words, an undcer- 
standing of the underlying psychodynamic 
structure of a symptom complex will aid 
in the selection of the psychopharmaco- 
logic agent most likely to be helpful. 

As a symptom complex, anxiety and de- 
pression may be regarded as arising from 
at least two different conflict situations. 
On the one hand, disappointment and re- 
sentment, appearing as depression, may 
result when an individual is not having 
his basic emotional needs met. Superfi- 
cially this may not appear different from 
the depression resulting from self-con- 
demnation based on guilt. In the former, 
when it is of sufficient degree to require 
medical attention, we are dealing with 
individuals who have not matured enough 
or developed enough superego to accept 
deprivation, to postpone gratification, or 
to tolerate frustration, In the latter, we 
are dealing with individuals who literally 
are punishing themselves because of their 
guilty feelings, a reaction which requires 
considerable sense of responsibility and 
emotional maturity. These patients are 
considered as having depressive illnesses 
as such—or as we call them “true” depres- 
sions. Anxiety is probably more difficult 
than depression to understand in terms of 
its origin and significance. It may be so 
prominent and intense that it diverts at- 
tention from other symptoms of diag- 
nostic importance, but like depression, it 
basically arises either from external frus- 
tration or inner conflict. 

In this very simplified conceptual frame- 
work, psychiatric syndromes may be vis- 
ualized on a scale ranging from “pure” 
schizophrenia at one end to “true” depres- 
sion on the other. 
end of the scale, we see, especially in ‘he 
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paranoid patient, anxiety appearing al- 
most like true fear, the patient respond- 
ing to his projections as though they are 
real environmental dangers. We see very 
little depression accompanying this. At 
the other end of the scale, we see the 
deeply despondent patient who suffers 
from intolerable feelings of guilt and who 
m:y be intensely anxious because of his 
ne2d to atone for real or fancied sins and 
mistakes. 

insofar as treatment of these conditions 
is concerned, our experience coincides with 
that of many others who report that pa- 
tients at the schizophrenic end of the 
scale respond most favorably to drugs of 
the phenothiazine group and that those 
at the depressive end of the scale are more 
likely to improve with the so-called psy- 
chic energizers (MAO inhibitors, ampheta- 
mine-like compounds, imipramine, etc.). 
In our clinic, we have become especially 
interested in a group of conditions which 
lie somewhere in the broad area between 
the ends of the scale discussed above. 
These conditions present both anxiety and 
depression in syndromes with both schiz- 
ophrenic and depressive features. These 
syndromes have been called by various 
names such as schizo-affective reaction, 
chronic undifferentiated schizophrenic re- 
action, pseudo-neurotic schizophrenia, 
borderline schizophrenia and latent or in- 
cipient schizophrenia. 

Typically, these patients complain of 
tension, irritability, despondency, discour- 
agement, crying spells, phobic symptoms, 
loss of interest, ideas of reference, feel- 
ings of depersonalization, and multiple 
vague physical symptoms. They also show 
confusion of psycho-sexual identification 
and other evidences of emotional imma- 
turity. Aggressive and suicidal acts are 
not uncommon. Sometimes these symp- 
toms are of fairly recent origin but fre- 
quently they have been of long duration. 
These patients, while showing some neu- 
rotic symptomatology, are definitely more 
Schizophrenic than neurotic. This is a 
significantly different group from that re- 
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ported previously by one of us (JNS) 
which, although bearing a superficial sim- 
ilarity to the group herein reported, were 
considered to represent chronic syndromes 
of mixed symptomatology at an essentially 
neurotic level. The quality of anxiety- 
depression in the group herein reported is, 
as in schizophrenia, more akin to actual 
fear, the element of projection being 
easily discerned, and depression seems to 
appear more an expression of disappoint- 
ment at unmet needs than a manifestation 
of introjected guilt, although there is some 
of both. 

In our experience these conditions, 
whether acute or chronic, have not re- 
sponded adequately to either the psychic 
energizers or the phenothiazines. A few 
cases of this sort showed more favorable 
response to chlordiazepoxide (Librium) 
and suggested the possibility of still more 
favorable response to a newly developed 
benzodiazepine derivative. 

Valium is 7-chloro-1-methyl-5-phenyl- 
3H - 1, 4-benzodiazepine -2(1H)-one with 
the following structural formula: 
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This derivative has approximately five 
times the potency of chlordiazepoxide as 
a tranquilizer and muscle relaxant, as 
demonstrated by standard tests in labora- 
tory animals. In acute toxicity it is about 
equal to chlordiazepoxide, and was shown 
to be well tolerated in long-term adminis- 
tration trials in animals. In human toler- 
ance studies in psychiatric patients who 
received the drug in doses ranging from 
10 to 30 mg. per day, the side effects re- 
ported were: fatigue, dizziness, drowsi- 
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ness. Laboratory tests (CBS, BUN, 
SGO-T, alkaline phosphatase, cephalin 
flocculation and serum bilirubin) showed 
no deviations from the normal. In these 
same studies the drug was effective in the 
control of the neuropsychiatric symptoms 
in patients who had also responded to 
chlordiazepoxide. 

Accordingly, 13 patients were selected 
on the basis of their fulfilling the diag- 
nostic and prognostic criteria described 
above. Patients were evenly divided as 
to sex (seven male, six female) and 
ranged in age from 22 to 46 years with 
seven falling between the ages of 27 and 
37 years, Seven patients had shown symp- 
toms of psychotic degree for less than 
three months prior to initiation of treat- 
ment in this study. Six had been definitely 
mentally ill for periods ranging from one 
to 12 years prior to initiation of present 
treatment. Only two, however, had re- 
quired hospitalization, the other four mak- 
ing a very marginal adjustment at home 
and requiring considerable supervision. All 
had received a variety of treatment from 
various sources and none, with the excep- 
tion of the two patients who had been hos- 
pitalized, had shown any significant im- 
provement even for short periods of time. 
The two previously hospitalized patients 
both improved sufficiently with ECT and 
phenothiazine treatment to permit their 
release but did not sustain it. 

Other medication was discontinued prior 
to starting this drug. Early in the study 
the initial dosage level was 6 mg. daily in 
divided doses. Later patients were started 
routinely on 15 mg. daily and more re- 
cently, patients with considerable anxiety 
and/or emotional lability, have been 
started on 30 mg. daily. Each patient was 
seen for not more than 15 minutes at each 
weekly visit, most of this time being spent 
in completing the symptom questionnaire. 

Twelve of this series of patients showed 
improvement, In six patients this was 


considered marked and in six moderate. 
All twelve reported some symptomatic 
improvement at the second weekly visit 
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and the maximum improvement wis 
reached in most patients by the end of the 
second week except in those patients who 
were begun on minimum dosage. Three 
of the markedly improved patients were 
essentially asymptomatic after three or 
four weeks on the drug and treatment 
was discontinued. All three have con- 
tinued to maintain their improvement four 
to six months later with no further treat- 
ment of any kind. 

Three of the patients who showed 
marked improvement have been on tiie 
drug for about six months and have sus- 
tained their improvement. In two of these, 
the drug was discontinued temporarily 
and the initial symptoms promptly reap- 
peared. Both regained their lost ground 
within a few days of reinstitution of treat- 
ment. One of the markedly improved pa- 
tients maintained her gain for ten weeks 
and then showed an acute exacerbation of 
all symptoms, Subsequent treatment, first 
with imipramine because of the marked 
depressive features and later with one of 
the more potent phenothiazines because of 
worsening of the clinical picture, espe- 
cially in terms of anxiety, has not yet 
yielded significant improvement. She had 
had another phenothiazine for about two 
weeks prior to initiation of treatment with 
this Librium analog and had shown no im- 
provement whatsoever. 

Of the six patients who were regarded 
as moderately improved, four are sustain- 
ing their improvement after two to six 
months of continued administration of 
the analog. One patient who had been 
ill for about six weeks prior to receiving 
this new compound, and who had been on 
no previous treatment, responded well and 
was considered after four months of treat- 
ment to have made a satisfactory social 
recovery even though he was not com- 
pletely without symptoms. The drug w:'s 
discontinued and the patient has, for thrve 
months since, continued to work and 
maintain other gains achieved during 
treatment; there has been no significant 
increase in the residual symptoms. 
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One patient of the moderately improved 
group had been ill and under the almost 
constant care of his mother for 11 years. 
In addition to the characteristic symp- 
toms described above, he showed a degree 
of intellectual dysfunction resembling 
mental deficiency, although on testing he 
was clearly in the bright normal range 
of intelligence. 

The principal gain noted while under 
treatment with the Librium analog was 
the marked change in this pattern of 
‘“,seudo-imbecility.”” More paranoid symp- 
toms gradually emerged as the patient be- 
came more communicative and when it 
seemed that maximum improvement had 
been achieved with this drug by the end 
of the three months, he was switched to 
a phenothiazine drug and has shown fur- 
ther improvement. 

The one patient of this series who was 
clearly unimproved after reaching dosage 
levels of 60 mg. daily for a period of al- 
most four months was the only patient of 
the group whose illness, although of acute 
recent onset, showed prominent catatonic 
features. 

Improvement was noted in all symptom- 
atic areas in the 12 patients regarded as 
responding favorably to the drug. Ap- 
petite was generally improved, sleep pat- 
tern more regular and energy level in- 
creased. Definite improvement was shown 
by disappearance of such somatic symp- 
toms as epigastric distress, diarrhea and 
hyperventilation effects. A definite tic 
of the facial muscles in one patient dis- 
appeared during treatment. There was 
general improvement in mood with less 
emotional fluctuation, cessation of crying 
spells and a more optimistic outlook gen- 
erally. Paranoid phenomena, especially 
derogatory ideas of reference, disappeared 
in some patients and were much less 
prominent, though still present, in others. 
Feelings of depersonalization had disap- 
peared or were not intense enough to be 
bothersome. There was less misinterpre- 
tation and distortion. The most obvious 
Clinical difference in these patients was 


the marked decrease in both anxiety and 
“depression.” 

Side effects were few and in no case 
serious. Ataxia was reported by two pa- 
tients, tinnitus by two and drowsiness by 
one (some in the same patient). All of 
these were transient, disappearing in two 
or three days without modification of the 
dosage. One patient, on 15 mg. daily, de- 
veloped hiccoughs during the second treat- 
ment week and these persisted intermit- 
tently through the fifth week. Although 
they were not regarded as serious, the 
drug was discontinued for two weeks. The 
hiccoughs ceased promptly but the psy- 
chotic symptoms which had almost dis- 
appeared during treatment, returned. The 
drug was resumed at the same dosage level 
and has been continued for over three 
months since with good symptomatic re- 
sponse and no return of hiccoughs. In 8 
of the 13 cases no side effects whatso- 
ever were reported. 

An interesting and perhaps significant 
observation made during this study is that 
these patients, many of whom had been 
previously inaccessible to psychotherapy 
and all of whom were preoccupied almost 
exclusively with their symptoms, demon- 
strated a definite desire to talk about their 
past lives and interrelationships. Whether 
this is specifically attributable to the ac- 
tion of the drug is not known. It may in 
part be connected with the structuring of 
the visits themselves, since all patients 
were told of the intended brevity and defi- 
nite attempts were made to terminate 
each visit promptly. 

On the basis of this small but carefully 
selected series of patients, all represent- 
ing a syndrome of psychotic degree char- 
acterized by paranoid and affective fea- 
tures and dominated clinically by the 
symptoms of anxiety and depression, it is 
concluded that Valium, a benzodiazepine 
derivative, and analog of chlordiazepox- 
ide, is a safe and effective therapeutic 
agent for syndromes of this type. 

Obviously this series, being small, un- 
controlled and with a short follow-up pe- 
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riod, does not warrant sweeping generali- 
zations or conclusions. In our experience, 
however, these conditions do not respond 
well to either phenothiazines or psychic 
energizers. It is believed that this is re- 
lated specifically to the quality of anx- 
iety and “depression” characteristic of 
such syndromes and that they require a 
different psychopharmacologic approach 
than that used ordinarily with either 
“pure” schizophrenia or “true” depression. 

If, in addition to the benefits which may 
be derived from relief of symptoms, these 
very difficult patients become more re- 
sponsive to psychotherapy, this will, in- 
deed, be a promising change. 
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In the personality structure of all of us . 


.. there is the extremely difficult problem 


of the reconciliation of the ‘‘is’’ and the ‘‘ought.”. . . One of the great weaknesses of 
this system is that its continual insistence on how things should be results in obscur- 
ing things as they are. ... The standards of this system tend to get progressively out 


of date. . 
and everybody falls short ... 


. . The standards set up are nearly always compietely impossible to fulfill, 
and feels chronically guilty. . . 


. “Is” is a realistic way 


of thinking, and “ought” is the idealistic aspect of our thinking. Both have a place. 


D. Ewen Cameron 


Medicine and Other Specialties 
International University Press. 
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The Psychosomatic Aspect of Coronary Artery Disease 


VICTOR SZYRYNSKI, M.D., PH.D. 


This is a short presentation of psycho- 
therapeutic management of 16 cases of 
coronary artery disease in male patients, 
all of them below 45 years of age. An at- 
teript was made to discover possible stress 
producing situations and pathological pat- 
teins of adjustment and then to relieve 
thm by dynamically oriented psychother- 
apy. 

‘“hree cardiovascular conditions are re- 
ceiving special attention from a psycho- 
somatic point of view at the present time: 
hypertension, cardiac neuroses, and cor- 
onary artery disease. 


At present, the major etiological fac- 
tors in coronary artery disease include: 


hereditary and somatic constitution, 
dietary factors, such as high fat and high 
cholesterol consumption!-? with excessive ca- 
loric intake, or faulty fat metabolism (e.g., 
xanthomatosis, idiopathic familial hyperlipe- 
mia, familial hypercholesterolemia, etc.)*~+ 
physical inactivity and irregular exercise, 
—emotional factors related to occupation, life 
situation and general adjustment. 


From among them the last factor has 
been thoroughly investigated in the past 
few years. Russek and Zohman’ studied 
100 patients under 40 years of age with 
coronary artery disease and found that 91 
of them held two jobs, worked more than 
60 hours a week, or experienced unusual 
insecurity, fear and severe discontent in 
relation to their employment. Only 20% 
in a well matched control group without 
heart disease admitted to similar situa- 
tions. In another study® with 4000 doc- 
tors as subjects, divided into the four 
groups: general practitioners, anesthesiol- 
ogists, pathologists and dermatologists, it 
was found that the general practitioners 
were three to four times more frequently 


Presented before the 6th International Con- 
gress of Internal Medicine in Basel, Switzerland, 
August 24-27, 1960. 


affected with coronary heart disease than 
the pathologists and dermatologists. 

The personality pattern of young vic- 
tims of coronary heart disease was char- 
acterized by extensive ambition, overcon- 
scientiousness, aggressive striving for rec- 
ognition or financial success, intolerance 
of their own weakness and limitations, 
restlessness and marked guilt feeling dur- 
ing periods of rest and intended relaxa- 
tion, Early family dynamics predispos- 
ing to such efforts at overcompensation 
were also noticed in some of such stud- 
ies (Weiss et al.’*). 

Gradually mounting emotional] tension, 
which preceded the onset of coronary dis- 
ease in young subjects by months or years, 
was found in 49% of cardiac subjects in 
the above mentioned research,’ but was 
totally absent in a control group. 

The intermediary physiological and bio- 
chemical changes produced by stress were 
enumerated by Zohman* and also dis- 
cussed in the other papers. They include: 
mobilization of lipids, rising serum cho- 
lesterol level,’ increase in blood viscos- 
ity,’’ increased hematocrit, decreased sed- 
imentation rate, decreased coagulation and 
prothromb:n times and elevation of blood 
pressure. Myasnikov"™ observed an in- 
crease in serum cholesterol after intake 
of central nervous system stimulants and 
a decrease with sedatives. Elevation of 
serum cholesterol and acceleration of 
blood clotting time was observed in a 
group of accountants working eagerly to 
meet the income tax deadline,’* and in 
male medical students before examina- 
tions.'* Apparently working against time 
limits has a particularly upsetting effect. 
In the two recent papers on the etiology 
of postoperative coronary thrombosis, 
emotional factors were also emphasized, 
and a psychotherapeutic preoperative ap- 
proach by the anesthetist was strongly 
recommended.'*:!* 
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The basic psychodynamic mechanism 
responsible for psychosomatic disorders 
has been commonly understood as an in- 
hibition of strong emotions, accompanied 
by a marked disturbance of the autonomic 
nervous system and of hormonal balance. 
Inhibited and repressed emotions of ade- 
quate strength and frequency result in 
persistence of such autonomic disturb- 
ances, accompanied by the biochemical and 
physiological changes. A psychosomatic 
disorder with organic structural lesions is 
produced. 

Logical application of the above hy- 
pothesis to psychotherapy would suggest 
the following steps: 

—controlled ventilation of strong emotions in 

the psychotherapeutic process, 

—diminution of emotional tension through a 

supportive and “need-gratifying’’ therapeu- 
tic relationship, 

—promotion of better insight in the patient 

concerning his relevant life problems, 

—guiding the patient to acquire more con- 

structive patterns of emotional adjustment 
and better habits of living. 


On the basis of the foregoing evidence 
the following questions may be asked: 

1. If a “coronary high risk” group of 
patients may be identified on the basis of 
their psychological and biochemical as- 
sessment, would preventive psychotherapy 
be useful in protecting this group from 
coronary heart disease ?—and 

2. What should be the role of dynamic 
psychotherapy in the rehabilitation of pa- 
tients with a positive history of coronary 
heart disease? 

In our study an attempt to answer the 
second question was undertaken. Our en- 
tire group consisted of males, nearly all 
of whom were government employees at 
different levels, holding permanent jobs. 
The eighteen patients were selected by the 
internists from among young men recov- 
ering from recent coronary attacks. Six- 
teen patients in this group met the usual 
criteria for dynamic psychotherapy: a 
comparatively young age, adequate intel- 
ligence and positive motivation for treat- 
ment. They were seen on the average at 
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weekly intervals for about a year. Some 
of them were followed up with much less 
frequent interviews for up to three or 
five years after their attack. One patient 
died during the first year of therapy from 
a recurrent infarction. 

The various areas of life adjustment 
were explored with the following results: 
Five cases showed primarily occupational 
stress (persistent resentment of the type 
of work, working at two jobs, prolonged 
periods of working overtime, severe frus- 
tration and conspicuous lack of satisfac- 
tion from the work performed.) Six cases 
were characterized by primary or predom- 
inant domestic stress (continuous argu- 
ments and disagreements at home, an ex- 
cessively demanding wife, relatives living 
together, etc.) Five cases showed mixed 
areas of stress. 

This study, being based on a limited 
number of patients undergoing prolonged 
analytically oriented psychotherapy, does 
not aim to supply data of statistical sig- 
nificance. In spite of this, it is interest- 
ing to find a relatively high number of 
cases where domestic stress acquired the 
role of primary significance. This diffi- 
culty, however, does not necessarily have 
to be produced by the other members of 
the family; it may be created by the pa- 
tient himself and in such cases in partic- 
ular, psychotherapeutic help is even more 
important. 

The foliowing short case histories illus- 
trate our impressions: 


Case 1 is a man of 35 employed in a senior 
clerical position. Infarction occurred a_ few 
weeks prior to therapy. He has two children, 
and is continuously irritated by his older boy. 
The patient was absent from home for 444 years 
during the war. When he returned from the 
Army his boy “never accepted him,” according 
to his story. ‘He never called me Father, Daddy 
or Dad—always referred to me as ‘he.’ Now he 
is 14, but we have actually never talked to cach 
other.” 
planes. 
destroyed all the 


Once, in a spell of jealousy, the father 
models with an iron bar and 
threw them out. This otherwise intelligent and 
cooperative man was helped very successfully 
to change the whole family atmosphere through 


The boy’s hobby was building model air- | 
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psychotherapy. He has been doing very well 
both psychologically and physically five years 
after his coronary attack. 

Case 2 is a man of 43 with a very insecure and 
demanding wife, who ‘forced him always to work 
overtime or to hold two jobs in order to increase 
their financial security.” The patient has re- 
pressed very deeply much of his resentment and 
hos:ility towards her, presenting himself super- 
ficially as a conscientious, hard working, quiet 
man. He nevertheless admitted: “Since I got 
married 20 years ago, I have never been myself 
any more.’”’ Dynamic psychotherapy included his 
wife, who was also helped to change her exces- 
sively insecure and demanding attitude. 

Case 3, a case from our “mixed” group, is a 
man of 39, employed as a mechanic on a perma- 
nent government job, but also working regularly 
for about 15 years in his father-in-law’s business. 
Botii families live together and the patient bit- 
terly resents the older man’s “demanding and 
domineering attitude.” He is very conscientious 
and considers the present situation as ‘‘tempo- 
rary’’—working without rest towards the goal of 
his financial independence. 

In assessing our psychotherapeutic re- 
sults the following groups could be out- 
lined: 1) The patients who gained good 
insight into their psychodynamic prob- 
lems and succeeded in reorganizing their 
emotional attitudes and life adjustment (7 
cases); 2) The patients who experienced 
through psychotherapy considerable free- 
dom from their repressed strong emotions 
and partly succeeded in changing life hab- 
its (4 cases); 3) The patients who re- 
mained very restricted by environmental 
tension-producing factors, but still claimed 
to derive some greater emotional peace 
and a brighter outlook from their psycho- 
therapeutic experience (3 cases) ; 3) Ther- 
apy discontinued due to marked rigidity 
of personality and desire for “immediate 
results” (1 case). 

The following general conclusions were 
derived from this work: 

1. Psychodynamic and psychotherapeu- 
tic studies of 16 coronary patients over a 
period of one year revealed the presence 
of marked emotional conflicts, related pri- 
marily to unresolved hostility, frustration 
and faulty patterns of emotional adjust- 
ment, 
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2. Dynamically oriented psychotherapy 
appears to have its place in the rehabilita- 
tion of sufferers from coronary artery dis- 
ease. Its preventive value in properly 
identified “high-coronary-risk” individuals 
appears possible in the light of the re- 
viewed literature. 

3. The younger group of coronary cases 
is especially suitable for psychotherapeu- 
tic approach due to: a) greater evidence 
of a psychological element among the eti- 
ological factors; and b) lesser “rigidity” 
of younger individuals and their better 
response to psychotherapy. 


320 Avenue B East, Bismarck, N. Dakota. 
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Depression, the Simulator 


R. W. WAGGONER, M.D.* 


It would be extremely difficult to pre- 
sent any figures which might be consid- 
ered at all accurate concerning the inci- 
dence of depression manifest by other 
than overt symptoms. Various authors 
have discussed this condition as latent 
depression, as hidden depression, as oc- 
cult depression, or as depressive equiva- 
lent. Time is not available for a descrip- 
tion of depression from a nosological nor 
from the psychodynamic point-of-view. 
Our attention will be focused primarily 
upon the danger of unrecognized depres- 
sion as it is manifest by somatic or psy- 
chosomatic symptomatology. 


A number of recent publications in non- 
psychiatric journals have called attention 
to the frequency of the manifestation of 
physical symptoms as a counterpart of 
depression. Because of the frequency of 
this manifestation and because of the dan- 
ger of iatrogenesis, it is considered worth- 
while to re-emphasize certain aspects of 
the problem, In other words, inappropri- 
ate treatment of the apparent physical 
disease can be harmful to the patient. 


The somatic symptoms of depression 
are so ubiquitous and protean in their 
manifestations that a large number of 
different syndromes may be simulated. It 
has been said that when we use the word 
depression we may be speaking of a symp- 
tom, a syndrome, or a nosological entity. 
When we use the term to signify either 
of the latter, few people would have any 
difficulty in making the differential diag- 
nosis, other than perhaps the retardation 
and disturbance of function seen in the 
catatonic depression and occasionally in 
other forms of schizophrenic depression. 
The cardinal symptoms of sadness and de- 
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spairing mood, decrease of ability to think 
and to do things, and the slowing of moior 
response, are obvious. When such synip- 
toms are associated with feelings of hope- 
lessness, hypochondriacal preoccupation, 
ideas of self-accusation and self-destruc- 
tion, the diagnosis is obvious. What we 
are concerned with is quite different. It is 
the patient who, to outward appearances 
and perhaps to casual observation, ap- 
pears to be going about his business with- 
out apparent reduction in efficiency, who 
is interested in others and their activities, 
and who oftentimes give little evidence 
of being depressed to either his friends or 
family. Observed, rather, are increasing 
evidences of irritability, perhaps even out- 
bursts of temper, as well as the develop- 
ment of physical or psychosomatic symp- 
toms. Probably the earliest and most tom- 
mon of these symptoms is that of fatigue, 
oftentimes associated with various mus- 
cle disturbances, and quite frequently with 
headache. Symptoms referrable to the 
gastro-intestinal system are quite com- 
mon. Anxiety about malignancy, changes 
in bowel habit from constipation to diar- 
rhea, nausea or anorexia, epigastric dis- 
tress and gas are common complaints of 
these patients. Another system complex 
commonly involved is the genito-urinary; 
thus urinary frequency is a frequent com- 
plaint. Impotence, lack of sexual inter- 
est, or disturbance of menstrual cycle, 
may be presenting complaint. Actually, 
no body system is free of the potential 
manifestation of a hidden depression, The 
unfortunate fact is that many of these 
complaints seem so clear-cut and so simi- 
lar to physical disease and even may be 
substantiated by the presence of mild =0- 
matic disorders in the system involved, 
that the physician is convinced of the need 
for intensive medical treatment, or per- 
haps even for surgical intervention. As 
in the old days when we considered syp!ii- 
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lis to be the hidden potential disease as 
a basis of the patient’s symptoms, so now 
we are emphasizing the need to consider 
that the patient’s physical or psychoso- 
matic symptoms may be a compromise or 
inadequate method by which the personal- 
ity structure tries to treat and protect 
itself from the underlying depressive man- 
ifestation. 

It is relatively clear that a patient who 
aciually has a depression oftentimes feels 
very guilty and may find it necessary to 
ex) iate that guilt by being punished in 
some way. When the symptoms of the 
patient suggest the possibility of a sur- 
gical lesion, and when the physician re- 
acts to these symptoms by the suggestion 
of surgery, the patient is offered a ready- 
made mechanism for the expiation of 
guilt. In a surprisingly large number of 
instances the operative procedure is per- 
formed, but with minimal evidence of pa- 
thology in the examination of the speci- 
men. For such patients to have one or 
two operations is amazingly frequent. For 
them to have numerous such operations 
with repeatedly negative pathological find- 
ings might raise some question about the 
wisdom of the surgeon who allows him- 
self to be convinced that such procedures 
are necessary. The surgeon is by no 
means the only physician that these pa- 
tients go to for the treatment of their 
problems. Innumerable medical diagnostic 
surveys and repeated dermatological 
treatments are common. 

Since frequently the symptoms are in 
the genito-urinary system, many male pa- 
tients go to the urologist with a slightly 
enlarged prostrate and receive repeated 
prostatic massage for the relief of symp- 
toms which are basically a manifestation 
of a depression. The treatment results 
only in the patient getting a considerable 
amount of personal attention. This often 
results in a further complication and even 


| More difficult problems to treat when the 


true nature of the patient’s difficulty is 
recognized. 
The possibility that the symptoms may 
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be on the basis of a hidden depression 
should be constantly kept in mind by any 
physician when he first sees his patient. 
In those instances where the symptoms 
are not sharply defined or clear-cut, where 
one gets the feeling that the somatic 
problem does not ring quite true, and par- 
ticularly where it appears clear that the 
manifestations are ‘“hypochondriacal” as 
reflected in the patient’s attitude toward 
the symptoms, a careful evaluation of the 
patient’s personality structure and back- 
ground should be undertaken to rule out, 
or in, a latent potential depression. 

During the past few years in a number 
of centers, particularly the work of Engel 
and Schmale, have suggested the possi- 
bility that somatic or physiologic disease 
can actually result from emotional dis- 
turbances, particularly depression. Cir- 
cumstantial evidence certainly indicates 
that this hypothesis may be entirely valid; 
this agrees with my point-of-view. The 
difficulties in proving a thesis of this sort 
are, of course, obvious. Nevertheless, this 
is an aspect of depression which should 
by no means be overlooked. 

It is also important that we be alert to 
the manifestations of “masked” depres- 
sion in children. Many behavior problems, 
such as hyperactivity (sometimes simu- 
lating “‘encephalopathy’’*), school refusal, 
unprovoked temper outbursts, fighting 
with peers and other forms of belliger- 
ence, are found to be serving as a defense 
against the surfacing to consciousness of 
an isolated depression. Somatic symp- 
toms similar to those found in adults, par- 
ticularly headache, ‘allergic’ conjunctivi- 
tis and rhinitis, asthma of some types, and 
gastro-intestinal complaints, are also com- 
monly encountered in children as the clin- 
ically apparent representation of uncon- 
scious depression, 

Finally, I should like to say just a word 
about the occurrence of depression in as- 
sociation with somatic disease. We all 
know that depression can be brought 


*The so-called ‘“brain-damaged child’’—a hot 
issue. 
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about in certain instances by the use of 
some of the steroids and by some of the 
so-called tranquilizers. I wonder how 
many of us have stopped to think through 
the problem of the patient who has a 
common physical disorder for which he 
has received either medical treatment or 
surgery. Most of us recognize that cer- 
tain of such diseases are prone to produce 
depression on occasion, for example, the 
patient with infectious hepatitis. You will 
note that I am not now talking about 
malignancy or serious, life-threatening 
disease which, of course, may be and often 
are responsible for depressive reactions. 
Rather, I am referring to a disturbance 
of body image or function. Thus, in cer- 
tain individuals a source of disfigurement 
may result in depression. The mutilation 
which occurs with the removal of a breast 
of a woman who has a great deal of nar- 
cissistic pride in her figure can be devas- 
tating. The occurrence of some condition 
which reduces the physical prowess of a 
man whose primary source of self-esteem 
is his athletic ability can be serious. In- 
evitably, such factors result in a depres- 
sive reaction by threatening the very 
foundation of the patient’s life adjust- 
ment. Let me emphasize here again, that 
the depression may not be obvious but 
may be well hidden and not easily deter- 
mined, The most important manifesta- 
tion of it is the extraordinarily long pe- 
riod required for convalescence from the 
physical illness, or even the inability to 
convalesce, resulting in long invalidism or 
death. Depressive reactions are not at 
all uncommon in those instances in which 
the supply of metabolites, or more partic- 
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ularly oxygen to the brain, is reduce; 
thus lesions involving the lung or circula- 
tory disturbances may be a factor. Quite 
obviously an organic brain syndrome in 
which the individual begins to recognize a 
slow-progressive deterioration in his abl- 
ity to work and think can be a serious 
threat. 

In the final analysis the treatment of 
the relatively mild depression which is so 
often covered up by a somatic disorder of 
some sort, will respond much more 
promptly to treatment when its true na- 
ture is understood and it is properly han- 
dled, rather than when the treatment is 
of the presumed physical disorder. The 
removal of a pseudo-diseased appendix or 
the medical treatment of “hypo-thyroid- 
ism” may serve the patient for a time as 
a palliative therapy, but the basic problem 
still remains and symptoms of some sort 
will recur unless adequate and appropri- 
ate therapy is undertaken. 


SUMMARY 


An attempt has been made to re-em- 
phasize the fact that depression may man- 
ifest itself as physical symptoms and even 
at times may masquerade as a somatic 
“syndrome.” It is vitally important that 
every physician keep this in mind, partic- 
ularly when the symptoms the patient 
presents may not ring quite true as evi- 
dence of a somatic syndrome. Depression 
is also referred to as a complication of 
physical disease and as a possible source 
of such disease. 

No attempt has been made to discuss 
depression in the clinical sense nor from 
a nosological point of view. 
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Human Relationship (Menschlichkeit) in Group Therapy 


ALBERT L, DEUTSCH, M.D. 


The title of this paper is “Human Re- 
lationships (Menschlichkeit) in Group 
Therapy,” but perhaps another name 
might be “The Creativity and Construc- 
tiveness of the Group.” 

‘‘Menschlichkeit”? has been defined as 
humaneness or humanity. ‘“Humane- 
ness,”** according to the dictionary defi- 
nition, is: the quality of being merciful; 
kind, kindhearted; tender; of feelings and 
inclinations creditable to man; of kind- 
ness or benevolence; humanizing and re- 
fining. “Humanity’’* is the quality of be- 
ing human; the peculiar nature of Man 
by which he is distinguished from other 
beings; human characteristics and attri- 
butes; the quality of being kind; and pos- 
sessing sympathy. Perhaps pin-pointing 
it more specifically toward the group, it 
would be the feeling between group mem- 
bers, with understanding, mutuality, sin- 
cerity, the awareness of peer relationship, 
equality, thoughtfulness, consideration, 
creativity and constructiveness. It ap- 
pears without question that these quali- 
ties are present in all individuals to a 
greater or lesser extent. It must be noted, 
however, that the degree of availability 
of sincerity, empathy, constructiveness, 
etc., are present in a varied amount, and 
will depend on the degree of health and 
the strength of the neurotic overlay. 

In the neurotic they are present, but 
covered by the many compulsive attitudes, 
trends, auxiliary and pseudo-solutions, 
which make him function in a rigid, in- 
flexible, unfeeling unrelated way. This 
does not mean that the Real Self, the 
source of all constructive qualities, is not 
present; it merely means that it is par- 
tially inhibited from fully functioning. 

In the past I have always visualized the 


) Self, in which there is all the inherent cre- 


Presented at a Panel Discussion, Seventh An- 
nual Meeting, Academy of Psychosomatic Medi- 
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ativity and constructiveness, as the core 
of an immense snowball which, in its 
movement, has added many layers of 
muck, namely the solutions, the trends, 
etc., until the inner matrix has been com- 
pletely obscured and distorted. Through 
the analytic process, individual or group, 
this movement is reversed, and the inner 
self with its potential is recovered. 


I perceive this core as an amoeba send- 
ing out pseudopodia to digest and remove 
the surrounding overlaid material, while, 
simultaneously, the outer layers are being 
sliced away, thus leaving a strong, healthy 
core, and a thin skin of neurotic residuals. 
So, from a snowball with a thick covering 
of neurosis and a weak frozen inactive 
self, we get, symbolically, an orange, with 
a strong, healthy, vital core and a thin 
skin of neurosis. 


This process is perhaps one of the prime 
concepts that must always be thought of 
in the treatment of any sick patient. It 
does not apply only to the individual, but 
also to the group. Each group will de- 
velop its own character structure, which 
is a composite of all the members of the 
group, their personality, neurosis, and 
health, and will reflect the tone of the 
group behavior and philosophy. The group 
character structure is individual for each 
group and will differ from one group to 
another, depending upon the criteria of se- 
lection of the members by the therapist 
and the aims and goals of the therapist. 
However, the groups of each therapist 
will have some factors in common, due to 
the individual therapist’s makeup. Some 
groups may be more compliant, others 
more aggressive or hostile, and yet others 
resigned and detached. However, a pre- 
ponderance of any one type or makeup in 
a heterogeneous group may be destructive 
to the health, welfare, and progress of the 
group. 
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Too many arrogant, vindictive patients 
in a group would tend to compete for su- 
premacy and deny all softer feelings. A 
predominance of compliant dependent pa- 
tients in a group would fear to express 
hostility and anger; and too many re- 
signed detached patients in a group would 
deny soft feelings and stress pure intel- 
lectuality. Horney in her writings® 
stressed the character structure and these 
types of solutions. These qualities would 
hinder free expression of the group mem- 
bers, prevent catharsis and abreactions, 
emotional interaction, and socialization, 
and curtail the development of healthy at- 
titudes. Zimet® mentions this sabotage 
of healthy attitudes in a recent publica- 
tion. 

What happens in a group when a mem- 
ber becomes upset, anxious, disturbed, 
agitated, quiet or disinterested or cries 
and pleads for help, love, affection or re- 
lief of pain? What does the group do? 
How do the group members act? In the 
beginning, each group member acts ac- 
cording to his own makeup, his own char- 
acter structure; some will attack, some 
will be impatient, some will withdraw, 
some will attempt to soothe. Yet it seems 
to me as I have watched and participated 
in group activity, that a certain point 
arises at which a peculiar phenomenon 
occurs. This appears, apart from the 
transference among patients, when the 
group, through its innate decency, thought- 
fulness and consideration, senses in one 
group member, an extreme degree of anx- 
iety and pain. Frequently, a silence then 
occurs, and the floor will be turned over 
to the personal individual use of the sick 
patient. It almost appears at this point 
as if the sensitive antenna of each mem- 
ber of the group has picked up a warning 
note; there becomes a group awareness 
that this member is in pain, that perhaps 
he has reached the point where he must 
get support and help from the other mem- 
bers. The group may then quietly sit 


still, let him talk, let him cry, let him 
They may sit 


scream, or let him growl. 


JULY-AUGI ST 


there listening for clues which indicate 
to them when it is the time, and there the 
timing is important, for them to step in. 
They may even appeal to the therapist for 
him to assist, since they feel that the pain 
is too exquisite, and needs something bhe- 
yond their understanding and capability. 
The group members, acting individually 
and collectively, may support a member 
during this extreme anxiety and conflict. 
They might bolster his weakening self 
(ego strength), curtail the hostile mem- 
ber who is neurotically and compulsively 
attacking the weaker member, or censor 
the monopolist from taking the attention 
and interest away from the sicker pa- 
tient, and often encourage the detached 
and compliant group members to make 
their contributions. This does not mean 
that this is a “lovey-dovey” relationship, 
but it is something which each member 
feels. There seems to be an empathy for 
the sickest member at that time, it is al- 
most as if each member feels he might be 
in a similar situation and would want the 
help of the group. This is not an antici- 
pation for future profit, nor is this a_per- 
manent process which is directed con- 
stantly toward the same member. It is 
not something that will last for many 
sessions, but may vary from time to time 
and shift as the anxiety and intensity of 
the sickness changes. It may vary from 
patient to patient, and it is, to an extent, 
self generating and self limiting, for, as 
the narcissism and egocentricity of each 
member reappears and, as the anxiety of 
the sickest member lessens, the attention 
will shift back to the personal problems 
of the individual. It is a constantly shift- 
ing process reflecting the variations in 
health and constructiveness of each mem- 
ber of the group and the residuals of the 
group therapist’s neurosis. This process 
does not occur in every session; it may 
not appear for days, but when it does oc- 
cur, it requires the therapist’s awareness. 
Frequently, it is important that the ther- 
apist does not jump in during this period 
of emotional communication; the patients 
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may recognize their desire to help, and do 
help. The help is offered in many varied 
ways, depending on the makeup of the 
patient who is offering the help. 

Soule and Masserman® define psycho- 
therapy as the optimum utilization of ev- 
ery ethical means at the physician’s com- 
mand to help the patient understand that 
his previously neurotic habits of behavior, 
though perhaps once suitable, are no 
longer necessary or advantageous, while 
at the same time helping him to realize, 
by suggestive analysis and personal exam- 
ple and experience that a better adapta- 
tion will be found to be more pleasurable 
and profitable. 

This is the function the group serves; it 
selves as an example, it serves as a means 
of sponsoring adaptive behavior in the 
patient, it helps him feel that he is ac- 
cepted, and it makes him feel that he too 
is getting some attention from the group. 
Most of all, it helps him mobilize his re- 
sources. I am not referring now to the 
neurotic monopolistic attitude, nor to the 
aggressive, arrogant vindictive patient, 


who requires the limelight constantly; but 
each one of us, in our own way, likes to be 
given attention, wants to be loved and 
recognized, and needs support when in 
pain. 

It is my feeling that in our present day 
culture, the awareness of love, warmth, 
relating, cooperation and empathy are 
sorely desired by the individual; it is nec- 
essary that the therapist help in the mob- 
ilization of these assets. 
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Hope and patience are two sovereign remedies for all, the purest reposals, the softest 


cushions to lean on in adversity. 


Robert Burton (1577-1640) 
Anatomy of Melancholy. 
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Acetophenazine in the Treatment of Anxiety Reactions 


BENNETT A. ROBIN, M.D. 


An agent for the relief of anxiety will 
prove most useful if it is applicable to of- 
fice practice. Patients present themselves 
here with worries that cause them to be 
tense, anxious, and apprehensive. Anxiety 
reactions are commonplace. Some arise 
from disturbed circumstances or personal 
relationships, but others, just as acute, 
are of psychosomatic origin. With or- 
ganic diseases, a psychogenic component 
is likely to overlay the illness and cause 
the patient to suffer anxiety. Thus, a pa- 
tient with angina pectoris tends to be 
tense, easily excited, and worried about 
his condition. The distress accompanying 
a peptic ulcer subjects a person to anx- 
iety. Anxiety, irritability, nervousness, 
and tension commonly accompany the 
menopausal syndrome. Still another group 
subject to anxiety are elderly people who 
experience severe stresses that cause them 
to worry and grow tense. 

Only when a disturbed person reaches 
a calm, cooperative state of mind can 
emotional problems be solved. The relief 
of anxiety also facilitates the treatment 
of any primary disorders that he may 
have. 


Tranquilizing agents control affective 
tension, lessen hyperkinesis, and dimin- 
ish abnormal initiative,' but differences 
exist in the degree of their sedative and 
tranquilizing effects... The newer agents 
also “differ primarily from the much older 
and tried barbiturates in that the anti- 
anxiety effect is predominant in the for- 
mer while the soporific effect is the pri- 
mary action of the latter.”* A substance 
that might be chosen for its sedative as 
well as its tranquilizing effect is aceto- 
phenazine.** This is a phenothiazine tran- 
quilizing agent that belongs to the pipera- 
zine group.‘ Its potency is two to three 
times that of chlorpromazine on a milli- 
gram basis; it differs from other pipera- 


zines in that it has less tendency to caiise 
extrapyramidal reactions.*° 


METHOD 

To test the properties of acetopheia- 
zine (Tindal*), it was given to a series of 
office patients with anxiety reactions and 
to several persons chronically addicted to 
alcohol. For comparison, a similar group 
of patients received phenobarbital. These, 
for the most part, were new patients who 
had not had treatment with any kind of 
ataractic drug. The two substances were 
contained in tablets, identical in size, 
shape, and color, that were labeled simply 
“A” and “B.” At the time of administra- 
tion, the content of the tablets was not 
known either by me or by the patient. The 
first group of patients received Tablet A 
and the second group received Tablet B. 
The indications for which the substances 
should be prescribed were known, but the 
code was not broken until the termination 
of the study. 

There were 50 patients in the aceto- 
phenazine series and 48 in the phenobar- 
bital series. They were chosen at random 
with an attempt to make the two series 
alike as to the numbers of patients with 
each condition. 

The acetophenazine group comprised 21 
men and 29 women. They were primarily 
young or middle-aged adults, although 
there were several senile patients in the 
seventh decade and one man aged 83 years. 
There were 24 men and 24 women in the 
phenobarbital group. Their ages were 
comparable with those of patients in the 
first group except that the senile patients 
were six to ten years older. 

The anxiety states treated included anx- 
iety reactions alone and with angina pec- 
toris, duodenitis, peptic ulcer, the meno- 





*Tindale® was furnished by W. Wesley Herncon, 
M.D., Medical Research Division, Schering Cor- 
poration, Bloomfield, New Jersey. 
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pausal syndrome, senility, and arterioscle- 
rosis, and anxiety neurosis. The numbers 
of patients with each in the two groups 
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are shown in Tables I and II. The aceto- 
TABLE I 
Results of Therapy with Acetophenazine 
RESULT 
i Be. 

' ; > 8 2s $ 
Dio. mosis 3 aS E ¢ 
ROXICCY FEACUON ....2......505050..:5. 29 9 15 2 38 
Anxiety with angina pectoris 2 - 2 ~ 
Anxiety reaction with gastro- 

intestinal disease .................. a Se! a 
Anxiety with menopausal syn- 

MEU GNNIRS fe ceiverxissitesccisovtsconvesuennesse a pee oe: Sa 
Anxiety reaction with senility 3 2 1 - - 
Anxiety neurosis ...................... 1 1 - - 





Total patients with anxiety 46 14 25 4 3 








Reute AICOMOUSM ...........2.62.:.... 2 - 2- - 
Alcoholism with delirium tre- 
WINN SSeS ooricstehg cas stecsuccctestoesss 2° 4 i= = 
MIO ie ccc seats Saks (aio naedeoe tox cozecous 50 15 28 4 3 
TABLE II 
Results of Therapy with Phenobarbital 
RESULT 
BR 2S w 
: ; ee Se BS 
Diagnosis 5 & 3 ££ 
AMRICLY TEACUON ............<..00..... ee a OG). S16 
Anxiety reaction with angina 
MEMMNEEORS © F555. oy ssavsnsncedesseeseoesstese 3 - 2 1 - 
Anxiety reaction with gastro- 
intestinal disease ................ os = 2e 
Anxiety reaction with meno- 
pausal syndrome .................. 6 - 2 4 - 
Anxiety reaction with senility 1 - - 1 - 
Anxiety reaction with senile 
MURCPORFISHORIA: ... 26.c6..20505204000.. Z2- 2-+-- 
Anxiety reaction with cere- 
bral arteriosclerosis ............ =. <-- 1 = 
Anxiety reaction with senility 
and cerebral arteriosclero- 
MURS rere bre 0 Bis htecssba ce caecande ses 3 - 1 i 4 
Anxiety neurosis with meno- 
pausal syndrome ................... i= = Bie 





Total patients with anxiety 45 5 13 19 8 


Acute alcoholism 





Total 
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phenazine group also contained four pa- 
tients with alcoholism; the phenobarbital 
group had two alcoholic patients. 

Tablet A contained 20 mg. acetophena- 
zine. The usual dosage was 20 mg. three 
times daily. This represents the amount 
recommended for the relief of tension and 
anxiety of somatic or psychosomatic ori- 
gin, Patients with alcoholism were treated 
with 40 mg. four times daily after meals 
and at bedtime. With improvement after 
a day or two, 20 mg. three times daily was 
usually sufficient. Other therapy was 
given concomitantly as required. 

Tablet B contained 14 gr. phenobarbital. 
The usual dosage was 14 gr. three times 
daily except for alcoholic patients who re- 
ceived \ gr. four times daily after meais 
and at bedtime. 

The duration of treatment for all cases 
of anxiety varied from 4 to 22 days in 
the two series, and in the cases of alco- 
holism from three to eight days. 


RESULTS 


In relieving anxiety, whether an anxiety 
reaction, an anxiety neurosis, anxiety ac- 
companying old age, anxiety caused by 
the menopausal syndrome, or an anxiety 
reaction occasioned by the presence of or- 
ganic disease, a better response was 
achieved with acetophenazine than with 
phenobarbital. Eighty-four per cent of 
the patients with anxiety receiving aceto- 
phenazine became asymptomatic or grew 
more tranquil with minimal agitation. 
Slight improvement, or none, occurred in 
16 per cent. Three patients with an anx- 
iety reaction failed to respond. 

In the phenobarbital group, 40 per cent 
of the patients with anxiety became 
asymptomatic or improved greatly. The 
other 60 per cent showed only slight im- 
provement or no response. Six patients 
with an anxiety reaction, one with an anx- 
iety reaction due to the presence of a pep- 
tic ulcer, and one elderly patient with cer- 
ebral arteriosclerosis and an anxiety re- 
action were not relieved by phenobarbital. 

A comparison of the percentages of pa- 
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tients with anxiety who lost all their 
symptoms showed 57 per cent of aceto- 
phenazine-treated patients asymptomatic 
but only 20 per cent in the phenobarbital- 
treated series. A difference existed too in 
the incidence of drowsiness, the only side 
effect encountered, It occurred in 10 pa- 
tients (21 per cent) receiving phenobar- 
bital. In half of them it was slight; it 
occurred once on the larger dosage. Drow- 
siness occurred in three patients in the 
acetophenazine series—an incidence of 6 
per cent. Acetophenazine appeared to 
provide a sedative and tranquilizing effect 
in anxious patients more often, and it was 
less likely to cause a soporific effect than 
phenobarbital. 


The patients with acute alcoholism had 
been drinking heavily for days. They were 
extremely agitated and had tremors and 
hallucinations. Acetophenazine calmed 
this kind of patient more readily than did 
phenobarbital. On the second day, the 
dosage of acetophenazine was reduced to 
20 mg. three times daily. Within two or 
three days, tremors grew milder and hal- 
lucinations ceased. 

One of two men with alcoholism receiv- 
ing acetophenazine became asymptomatic 
after eight days. The other had minimal 
agitation after four days at which time 
treatment was discontinued. Both results 
were rated good. Two other alcoholic pa- 
tients on acetophenazine had delirium 
tremens. After treatment for three days, 
one patient became free of symptoms and 
ate well. The dosage of acetophenazine 
was reduced on the second day to 20 mg. 
three times daily. The other patient was 
better by the second treatment day. His 
tremors then were less severe. They had 
nearly ceased by the third day, and at that 
time he no longer had hallucinations, The 
dosage of acetophenazine could be reduced 
from 40 mg. four times daily to 20 mg. 
three times daily. The patient became 
symptom free on the fifth day. 

The outcome was satisfactory in two of 
three alcoholic patients receiving pheno- 
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barbital. One patient grew calmer af-er 
three days. His hallucinations ceased af- 


ter four days, but he remained somewhat 
agitated. Another patient became calm 
after four days’ treatment. The third )a- 
tient began slowly to lose his tenseness 
and tremors. With improvement, his hal- 
lucinations disappeared after five days but 
his tremors, although less severe, still 
were in evidence. 

Improvement in alcoholic patients not 
only took place more rapidly with aceio- 
phenazine but to a greater degree. The 
response could be judged good or excellent 
in all cases, whereas in the phenobarbital 
series some tremor and agitation remained 
after four or five days’ treatment. 

The responses in anxious patients were 
as follows: 

Anxiety reactions. A difference in re- 
sponse to the two medications was read- 
ily apparent in anxiety reactions. Many 
of these people were tense and nervous 
because of domestic problems or situations 
met in business. The patients did not re- 
turn at the same intervals, but improve- 
ment often was seen with acetophenazine 
after one to four days compared with five 
or more days with phenobarbital. Pheno- 
barbital gave a highly satisfactory result 
in one case of post-surgical anxiety neu- 
rosis. Fifty-two per cent of all patients 
with anxiety reactions on acetophenazine 
became asymptomatic compared with 18 
per cent on phenobarbital. 

Ansxiety reaction with angina pectoris. 
The case of an 83-year-old man with sub- 
sternal pain caused by emotional trauma, 
who had been nervous for two weeks, il- 
lustrates the response to acetophenazine 
in patients anxious because of a carcio- 
vascular disease. Peritrate LA, 80 mg. 
every 12 hours, was continued with 20 mg. 
acetophenazine three times daily. By ithe 
third day, the patient was less tense. An- 
ginal attacks had decreased in frequency. 
At the end of a week, he was greatly im- 
proved with attacks occurring only one to 
three times a week. 
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Greater tranquility was achieved in an- 
gina pectoris with acetophenazine than 
with phenobarbital. The results with phe- 
nobarbital in general were good, but ten- 
sion and agitation were not completely 
overcome and sometimes the drug de- 
creased the frequency of anginal attacks 
only slightly. 

Anxiety reaction with gastrointestinal 
disease. Acetophenazine and phenobarbi- 
tal each were used in conjunction with 
anticholinergic agents and antacids. The 
acetophenazine group comprised two pa- 
tie::ts with duodenitis and two with peptic 
ulcer each of whom had an anxiety reac- 
tion. In the phenobarbital group were 
three patients with duodenitis and three 
with peptic ulcer with an anxiety reaction 
or neurosis. 

Acetophenazine relieved anxiety in pa- 
tients with duodenitis. Although they 
were extremely tense and nervous because 
of epigastric discomfort and pyrosis, their 
duodenitis was well controlled and they 
were free from anxiety after two weeks 
of treatment. On the other hand, two of 
the three patients with duodenitis who 
received phenobarbital improved only 
slightly and remained agitated and ner- 
vous. The third patient with duodenitis 
on this drug had pyrosis and a history of 
epigastric tenderness. Her nervousness 
and insomnia were relieved after treat- 
ment for 12 days. 


Acetophenazine not only controlled anx- 
iety in a young man with a peptic ulcer 
but his ulcer symptoms disappeared dur- 
ing treatment for 11 days. A patient with 
a duodenal ulcer of three years’ duration 
was habitually tense and nervous. She 
lost some of her anxiety but her epigastric 
pain and pyrosis decreased little when ace- 
tophenazine was given for 10 days. Of 
the patients with peptic ulcer who received 


| phenobarbital, two lost their anxiety dur- 
| ing treatment for two weeks while one 
| other failed to improve. 


Phenobarbital 
was the only medication in one of the pa- 
tients who improved. 
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Anxiety with menopausal syndrome. 
Besides having hot flushes and being irri- 
table, the women treated for the menopau- 
sal syndrome were nervous and unable to 
sleep. Some previously had been treated 
with estrogenic substances. One had been 
fairly weil relieved of irritability with 
meprobamate. Estrogen was given, or 
continued, along with acetophenazine or 
phenobarbital in most cases. 


Acetophenazine rapidly produced a tran- 
quil state in menopausal women with anx- 
iety. Six of the seven women receiving 
it improved and grew calm. Flushing dis- 
appeared. One patient continued to ex- 
perience some tension while one showed 
slight agitation, When comparisons could 
be made, patients were found to be more 
tranquil on acetophenazine with estrogen 
than on estrogen alone. 


Acetophenazine provided a greater de- 
gree of relief of anxiety in menopausal 
patients than did phenobarbital. Except 
for one instance, nervousness and agita- 
tion persisted in the six patients treated 
with phenobarbital despite its continua- 
tion for eight to 22 days. 


Anxiety reaction with senility. The two 
groups were not closely comparable in 
numbers of senile patients with an anx- 
iety reaction. 

There were three patients aged 62 or 
63 years in the acetophenazine series. All 
of these lost their anxiety and grew calm 
during treatment for seven to nine days. 
Ganatrex was given concomitantly to one 
patient. One other patient previously had 
been relieved of anxiety with Compazine 
given for two months. The result in these 
patients agreed with the experience of 
Kent® who reported a tranquilizing effect 
with acetophenazine in agitated geriatric 
patients, 

Senile patients treated with phenobar- 
bital included a 68 year old woman with 
an anxiety reaction and five patients with 
an anxiety reaction and arteriosclerosis. 
One of three patients who had cerebral 
arteriosclerosis improved and grew more 
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tranquil. The other patients improved 
only slightly and retained a tendency to- 
wards agitated behavior after treatment 
for periods up to three weeks. Phenobar- 
bital has been noted by some investigators 
to provide little relief in stressful states 
in older people, and its benefit in the dis- 
turbed senile patients in this series was 
doubtful. 

Anxiety neurosis. In one woman with 
an anxiety neurosis acetophenazine pro- 
vided relief. She was less tense within 
four days and after a week of therapy had 
lost all signs of anxiety. 


SUMMARY 

Acetophenazine (Tindal) more readily 
relieved anxiety reactions, anxiety neuro- 
sis, and anxiety accompanying senility, 
the menopausal syndrome, and gastroin- 
testinal and cardiovascular diseases than 
did phenobarbital when the two substances 
were given to comparable series of pa- 
tients. More than twice as many showed 
a good response to acetophenazine. The 
percentage of anxious patients who be- 
came completely asymptomatic while re- 
ceiving acetophenazine was nearly three 
times greater than the percentage among 
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those receiving phenobarbital, In patier ts 
with alcoholism, acetophenazine brought 
about a greater degree of improvement 
and did so more rapidly than did phero- 
barbital. The patients were calmed and 
tremors and hallucinations ceased. Ace- 
tophenazine is concluded to be a highly 
satisfactory agent for the relief of ten- 
sion, nervousness, apprehension, and azi- 
tation in patients suffering with anxiety 
from a variety of causes, It is effective in 
treating patients with psychosomatic dis- 
turbances as well as anxiety associated 
with organic conditions. 
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The same symptoms that in the Middle Ages were viewed as evidence of demoniacal 
possession to be treated by exorcism are now regarded as signs of mental illness to be 


treated by a psychiatrist. 


Jerome D. Frank 


Persuasion and Healing 
Johns Hopkins Press, Baltimore. 
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Depression is quite prevalent; everyone 
is subject to mood swings and is more or 
less suspended in a certain affective tone, 
which is a result of our total metabolism 
in relation to our awareness of the reality 
of the moment, Activity helps us to main- 
tain a certain level of awareness. One can 
fall behind, as in hypothyroidism, with de- 
creased metabolism, awareness and activ- 
ity increase. Drive is an integral part of 
activity. If one has a goal and drives to- 
wards it, he becomes active and maintains 
awareness in the direction of that goal. A 
reactive depression may be the result of a 
block in progress towards a goal. Electro- 
convulsive therapy might be said to pro- 
vide the activity needed for the patient to 
“catch up,” while psychotherapy can help 
to provide the necessary content for that 
activity. 

The use of steroid therapy provides en- 
ergy and heightened mood. It creates a 
sense of well being (strength) which 
tends to make the environment look agree- 
able (conquerable). A level of awareness 
is established which continues to func- 
tion and accept things. When unpleasant 
things appear, the activity tends to de- 
crease. The most complete withdrawal, 
or lack of awareness, occurs in stupor. 

Levels of activity and awareness are 
excellent buffers. The more active one is, 
the more aware one has to be of what is 
going on around him. Increased mood 
leads to increased activity which in turn 
leads to increased awareness, If the real- 
ity of the moment can’t be handled, diffi- 
culties may arise. Even daydreaming 
} tends to decrease the level of awareness. 
With preoccupation or sleep the levels of 
activity decrease progressively to the 
point of complete immobility. However, 
even dream awareness is said to be related 
to the movement of the eye muscles.’ 

Rome and Braceland’ state that mood 

is very important in the responses to ster- 
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Levels of Activity and Awareness 
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oid therapy. The grade 3 and 4 responses 
are psychoneurotic and psychotic adapta- 
tions to the stress of increased cortisone. 
The new dynamic equilibrium which re- 
sults from the administration of steroids 
is a different level of adaptedness, where 
the capacity of patients to adjust to this 
transition varies. Neurotic or psychotic 
reactions reflect maladaptations. The in- 
crease in mood is the most important fac- 
tor, since it results in increased activity 
and a higher level of awareness and may 
precipitate a psychosis. 

If a patient is rooted in an obsessive- 
compulsive-ruminative type of personality 
makeup, increased mood, activity and 
keener awareness might precipitate a psy- 
chotic episode. One of Rome and Brace- 
land’s cases showed such a reaction and 
developed a paranoid schizophrenic reac- 
tion when she received cortisone for treat- 
ment of acute disseminated lupus erythe- 
matosus. One might ask why there are 
frequent paranoid reactions to steroids? 
Is the compulsiveness a preventive of a 
psychosis as some believe it is? Some 
say that schizophrenics cannot assimilate 
new experiences rapidly, and that those 
prone to such might tend to be compul- 
sive and rooted in the security that comes 
with repetitive activity. Is it that when 
they are pushed to action they decompen- 
sate and break down? Or is it that some 
barrier appears frustrating to the new 
found energy with resulting paranoid ide- 
ation? There is first an alteration of mood. 
The sequence of events from then on de- 
pends upon this mood change and the sub- 
sequent increased levels of activity and 
awareness. Neurosis or psychosis might 
result depending upon the basic personal- 
ity structure of the individual and his ca- 
pacity to adjust to these transitions. 

Certain drugs which tend ordinarily to 
produce increased or decreased levels of 
awareness might produce just the oppo- 
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site effect. Increased or decreased levels 
of awareness may be threatening to cer- 
tain persons depending upon the basic 
personality structure. For example, in 
some persons, the usual response of stim- 
ulation and increased awareness obtained 
from amphetamine might be replaced by 
sedation. This effect might be a second- 
ary defensive (withdrawal) reaction cre- 
ated to handle the threatening euphoric 
(usual) response.* On the other hand, 
stimulation from phenobarbital may re- 
sult if sedation threatens alertness or con- 
sciousness. 

The relationship between levels of ac- 
tivity, levels of awareness and feeling tone 
can be expressed very simply by the fol- 
lowing schema: 

? MANIA s | 
AGITATION TO PANIC | 
ANXIETY 


HYPOMANIA 





EUPHORIA 
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As the level of awareness tends to in- 
crease, ego strength has to increase pio- 
portionally or else there is a tendency for 
the reestablishment of the former equi- 
librium by the formation of depressive 
features.‘ This is represented by the short 
arrows in the figure. Depression tends 
to keep the anxiety features from going 
to the extreme and vice versa. These two 
affective states are buffered one against 
the other. The common occurrence of 
agitated depressions with admixtures of 
anxiety and depressive features illustrates 
this point. The patient’s increasing aware- 
ness of his condition produces a person- 
ality whose perception of stress grows 
ever sharper with each painful episode so 
that more depression sets in to tend to de- 


LEVELS OF INCREASED ACTIVITY 
AND AWARENESS 


ELECTROSTIMULATORY THERAPY 





NORMAL AFFECT OR FEELING TONE 





DEPRESSION 
RETARDATION TO STUPOR t 


+ | 

Beyond the “average” affective state 
there can be pathological anxiety or de- 
pression, Within the “average” range 
some anxiety is necessary or is present to 
maintain a state of alertness. Also de- 
pression or mood swings within narrow 
limits are acceptable. Anxiety and de- 
pression are reciprocally related. On one 
side of the line levels of activity increase 
as do levels of awareness while on the 
other side just the opposite takes place. 
At one extreme a person might be very 
overactive to the point of agitation, panic 
or manic behavior with corresponding 
over-awareness of the environment. At 


J IMMOBILITY 


the other extreme he might be depressed, 
withdrawn or retarded to the point of im- 
mobility with corresponding decreased 
awareness to stupor. 


LEVELS OF DECREASED ACTIVITY 
AND AWARENESS 
ELECTRO-CONVULSIVE THERAPY 


crease the awareness of one’s helpless 
state. 

Electroconvulsive therapy works best 
upon depressive tendencies while at the 
same time it tends to potentiate anx- 
iety features. Electrostimulatory therapy 
works just the opposite. The former also 
inhibits awareness of memory content 
while electrostimulatory therapy removes 
this inhibition, There is a reciprocal re- 
lationship between depression and anxicty 
and also between electroconvulsive «nd 
electrostimulatory therapies.** Elect ro- 
stimulation produces increased levels of 
awareness which could lead to depress:on 
if the ego is not strong enough to ¢2al 
with the intense reality of the momcnt. 
On the other hand, the patient may »e- 
come anxious when he is not adequat-ly 
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aware, due to the inhibition of awareness 
of memory content produced by ECT. 
Combined electroconvulsive-electrostimu- 
latory therapy is useful in removing both 
the depressive and anxiety features with 
each treatment.* 

The importance of activity in the field 
of medicine has long been appreciated. 
Ini ctivity itself can be evidence of illness 
or it can delay progress. Early ambula- 
tion after surgery, illness or obstetrical 
dei:very has been encouraged to accele- 
rate recovery and to prevent complica- 
tioas. Activity in geriatric patients is 
encouraged to sustain vigor, muscle tone 
anc a healthier mental outlook. Physio- 
therapy through massage and exercises 
tends to reactivate parts and individuals. 
There are many drugs which utilize the 
principle of stimulation or activation. Caf- 
feine, nicotine, amphetamine, thyroid and 
the more recent antidepressants such as 
Meratran and Ritalin, the “psychic ener- 
gizers” and the metabolic stimulator Cy- 
tomel are examples of such. 

There is an innate healing factor or 
mechanism in activity. I feel that this 
mechanism works through the affect or 
mood. Activation supports mood and 
mood is aware of reality. The degree of 
awareness of reality and the content of 
reality are very important. Ego strength 
determines the depth of perception of re- 
ality and one’s ability to assimilate and 
adjust to it. This activation comes in 
part from the reticular activating sys- 
tem, from the total metabolism and from 
the basic tension and anxiety that is a 
part of each person’s makeup. 

There are different levels in the state of 
awakeness before one arrives at the dif- 
ferent levels of awareness. Consciousness 
can be defined as a state other than sleep 
or as a state of knowing. Coma, stupor 


| and sleep are levels of unconsciousness, In 
» coma there is no response to stimuli while 


in stupor there is response. There are 
different levels of natural sleep and anes- 
thesia, One can be awakened easier from 
natural sleep than from stupor. Healy’ 
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has said that ‘the conscious is that part 
of mental life, proportionately infinitesi- 
mal, of which the individual is aware at 
any given time. Though consciousness is 
a continuum during normal waking life, 
its content is extremely transitory, con- 
stantly changing.” Beyond the levels of 
responsiveness to stimuli and degrees of 
awareness or consciousness come various 
levels of alertness. The more alert one 
is the more attention one pays to the self 
and environment. Still further beyond the 
levels of alertness come the levels of 
awareness of the content of reality. 
Awareness is the highest level of con- 
sciousness, Consciousness is related to 
awakeness, alertness to attention and 
awareness to content. 

Even though an individual may be 
awake and alert he is not always fully 
aware of certain conscious knowledge 
which is said to exist in the subconscious, 
the unconscious or the preconscious. Also 
he perceives or is aware of reality con- 
tent about him to different degrees de- 
pending upon his ego strength. 

To be conscious, alert, aware and to as- 
similate reality takes a great deal of en- 
ergy and drive. As mentioned, this en- 
ergy comes from our total metabolism, 
from a healthy affect and from activity. 
Stimulation whether in drug or electricai 
form assists in the activation. Electro- 
convulsive therapy provides undifferen- 
tiated stimulation or activity while psy- 
chotherapy provides the necessary con- 
tent. 

Electroconvulsive therapy in addition 
to providing undifferentiated activity in- 
creases ego strength, inhibits awareness 
of memory content and activates the de- 
fenses of isolation and denial.‘ The in- 
nate healing factor or mechanism in ac- 
tivity mentioned above could well be the 
increased ego strength or healthier affect. 

Increased ego strength and the defenses 
of denial and isolation are closely related, 
yet different. Alexander® gives a case il- 
lustration where a recent stress became 
inconsequential after an electroconvulsive 
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treatment. He says that the mechanism 
of isolation accounted for the patient not 
being concerned with an accident he had 
been involved in just before the treatment. 
I feel rather that he had increased ego 
strength after the treatment so that the 
stress was made insignificant. He did not 
deny that he had been in the accident but 
rather his new found energy made recent 
stressful memories seem less stressful. 
You might say that the stress was ab- 
sorbed or diluted by the increased ego 
strength. One simple analogy to illus- 
trate this point is that there is a big dif- 
ference between a person denying that he 
has picked up a 100 pounds of sugar and 
his being so strong that the effort is easy, 
insignificant and therefore not a concern. 
Perhaps one can bring these various fac- 
tors together by saying that the defenses 
of isolation and denial are just two of the 
factors at the psychological level which 
operate to produce increased ego strength. 

Good health can be defined as not only 
that state of being characterized by ab- 
sence of disease but also as that state of 
awareness sustained by a certain level of 
activity in which ego strength is sufficient 
to allow reality adjustment without affec- 
tive disequilibrium. In the main, good 
health is good affect. The ingredients of 
a healthy affect are a certain level of ac- 
tivity coupled with the level of awareness 
within the scope of the prevailing strength 
of ego. 


SUMMARY AND CONCLUSIONS 

1. Each personality is suspended in a 
certain affective tone and level of aware- 
ness which are sustained by certain levels 
of activity. 

2. Increased mood leads to increased 
activity which in turn leads to increased 
awareness. 

3. Mood change from steroid therapy 
with its subsequent increased levels of ac- 
tivity and awareness can precipitate a 
neurosis or psychosis depending upon the 
basic personality structure of the patient 
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and his or her capacity to handle the new 
found energy and different level of ada »t- 
edness. 

4. Anxiety and depression are recip:o- 
cally related as are the effects of electro- 
stimulatory and electroconvulsive theia- 
pies. 

5. Increased ego strength has to accom- 
pany increased levels of awareness or else 
there is a tendency for the development of 
depression. 

6. Electrostimulation produces increased 
levels of awareness which could lead to 
depression if the ego is not strong enough 
to deal with the intense reality of the mo- 
ment. 

7. There is an innate healing factor or 
mechanism in activity and it works 
through the affect or mood. 

8. Activation produces and _ sustains 
consciousness and mood; mood provides 
for activity and increased alertness and 
awareness; awareness has to deal with 
reality content and does so with the sup- 
port of ego strength. 

9. Good health can also be defined as 
good affect or as that state of awareness 
sustained by a certain level of activity in 
which ego strength is sufficient to allow 
reality adjustment without affective dis- 
equilibrium. 





416 N. Bedford Drive, Beverly Hills, Calif. 
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Experiences with a Tranquilizing Agent in the 
Treatment of Chronic Alcoholism 


HuGH H. HADEN, M.D.* 


One of the major pitfalls in the medical 
treatment of alcoholism is the patient’s 
expectation, practically always implied 
and frequently directly expressed, that 
the physician is prepared to administer 
sonie medication that will immediately 
an’ permanently stop him from drinking 
by removing his desire or his need for al- 
cohol or its effects, or by rendering it 
impossible for him to drink. The pa- 
tient’s disappointment at learning that no 
such magic potion exists, and that the 
successful treatment of alcoholism in- 
volves considerably more than the inges- 
tion of some medication at regular inter- 
vals, can be a considerable barrier to suc- 
cessful management of the case. Not 
infrequently, the physician’s reaction to 
being placed in such a situation further 
compromises any possibility of successful 
treatment. Having to admit his inability 
to comply with the patient’s request that 
he prescribe a specific curative drug for 
a diagnosed illness, may well induce feel- 
ings of anxiety and inadequacy on the 
part of the physician, of rejection on the 
part of the patient, and of hostility in 
both. As an inevitable result of such a 
situation, many therapeutic agents and 
regimens of treatment have been devel- 
oped, utilized, hailed with enthusiasm, and 
eventually discarded as ineffective or in- 
adequate. Although a specific curative 
agent for alcoholism has yet to be devel- 
oped, a wide variety of preparations have 
been found useful in its treatment, par- 
ticularly for the relief of physical symp- 
toms during the withdrawal state, and in 
reducing the high level of anxiety so fre- 


*Medical Director, Alabama Commission on Al- 
coholism Clinic, 1906 9th Ave. So., Birmingham, 
Alabama. 


Presented at a Symposium on Anxiety and De- 
pression at the Meeting of the Academy of Psy- 
q oe Medicine, New York, N. Y., June 25, 
j 61. 


quently present in the sober alcoholic. 
However, there is so much variation in the 
therapeutic response, incidence of side ef- 
fects, and optimum dosage in individual 
patients, that the selection of the most ef- 
fective medication and the correct dosage 
can present a problem. Too frequently 
the solution must be reached by trial and 
error, with regard to both agent and dos- 
age. This is far from ideal. If the initial 
medication fails to provide the expected 
relief, even after the dosage has been in- 
creased, or if it produces undesired side 
effects even after the dosage is decreased, 
and another medication is substituted, the 
patient is apt to begin feeling resentful 
of being ‘experimented with,” provided 
he has not already abandoned treatment 
as ineffective. 

Some of the results obtained in the 
course of a clinica] evaluation of ampheni- 
done+ at the Commission on Alcoholism 
Clinic at Birmingham seem to have a sig- 
nificant bearing on this aspect of the med- 
ical management of the alcoholic patient. 
Amphenidone is 1-m-aminophenyl-2-pyri- 
done, a chemical entity unrelated to other 
tranquilizers, which has been reported to 
be effective in relieving anxiety and ten- 
sion, It acts selectively on the central 
nervous system at both the cerebral and 
cord levels and does not affect the auto- 
nomic nervous system. 


The Birmingham clinic is an outpatient 
facility for the treatment and rehabilita- 
tion of problem drinkers. It has an inter- 
disciplinary staff consisting of a psychia- 
trist, psychiatric social workers, a phy- 
sician and a clinical psychologist. The 
treatment philosophy accepts the concept 
of multiple etiologic factors for alcohol- 





+Amphenidone supplied as Dornwal by Maltbie 
Laboratories Division, Wallace and Tiernan, Inc., 
Belleville, N. J. 
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ism; therapy, although principally psy- 
chiatrically oriented, is directed toward 
the various physical, psychological, and 
social factors involved in each individual 
case. Since the summer of 1958, approxi- 
mately five hundred patients have entered 
treatment. At the present time the in- 
take averages about twenty patients per 
month, and seventy-five patients are cur- 
rently in active treatment. An analysis 
of the patient population has shown their 
age range to be 28 through 65 years, with 
a mean age of slightly over 43 years. 
Their occupational background is widely 
diversified, ranging from agricultural 
workers to high level professional people. 
In general, the clinic patients represent a 
fairly typical cross-section of the popula- 
tion of the area served, and seem compa- 
rable to the patient population of similar 
treatment facilities in other areas. In 
July 1960 a clinical evaluation of ampheni- 
done as an adjunctive therapeutic agent 
in the treatment of alcoholism was begun. 
The medication was administered to ran- 
domly selected patients on an approxi- 
mately alternate basis, with the unmedi- 
cated group serving as a control for com- 
parison of results. By coincidence, at the 
end of the first six months of the evalua- 
tion, on December 31, 1960, the medica- 
tion series included fifty patients. Re- 
sults were analyzed as of February 28, 
1961, to allow a minimum observation 
time of two months. Results were classi- 
fied according to the standard terminal 
categories used by the clinic: 

1. Condition Arrested implies that the patient 
has maintained sobriety for a minimum of six 
months, and has made substantial improvement 
in the areas of personal, social, and occupational 
adjustment. 

2. Condition Improved indicates that the pa- 
tient has gained some control over his drinking, 
and has made some gain in one or more of the 
adjustment areas mentioned. 

3. Condition Unimproved is self-explanatory. 


4. Closed Contact implies that the patient ter- 
minated treatment within three months after 
initial contact and prior to having had six rea- 
sonably consecutive, reasonably sober interviews 
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(the criteria for moving a patient frem contact 
to case status). 


Of the fifty patients, eleven were still 
in active treatment at the time of the 
analysis, but met the requirements “or 
classification as arrested or improved; 
seven had been closed as improved; cne 
as arrested; five as unimproved; and twen- 
ty-six had been closed from contact status, 
Their results can be summarized as fol- 
lows: 


No. Pts. 4% 

Condition arrested or improved .......... 19 38 
Condition unimproved ....................... 5 10 
Closed ‘from contact. .............<...00.0....605. 26 52 
NR dee iia Sg ts rca cr tacbcese thsecs pastes 50 100 


The control group of 56 patients showed 
the following results: 


No. Pts. % 

Condition arrested or improved .......... 15 27 
Condition unimproved ....................... 10 18 
Clgied Trem CORTACE. 526...05.5. 56685. cssassees. 31 55 
MMMM es pores cy ce seeped u cus ices Dsncdaknt 56 100 


In addition, eight of the medicated pa- 
tients whose cases were closed from con- 
tact status showed an alteration in their 
drinking pattern indicating improvement. 
Previous to being placed on medication 
these patients had all been drinking from 
once to several times a week, but after- 
wards remained sober for one month in 
four cases, two months in two cases, and 
three months in two cases. This improve- 
ment could well be attributed to factors 
other than the medication. In two cases, 
however, an initia] period of sobriety co- 
incided with administration of the medica- 
tion, was followed by an episode of drink- 
ing within two weeks of discontinuing the 
medication (in both instances less pro- 
longed and severe than usual) and was re- 
sumed after the medication was restar ed. 
None of the five patients whose ci ses 
were closed as unimproved had received 
amphenidone for a long enough time to 
determine any beneficial effects. 

A review of the records of this gr sup 
of patients shows that those responca:ng 
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favorably to the medication showed sur- 
prisingly consistent similarities, both in 
the medical symptom review where the 
patient’s verbatim reply to the routine 
question about nervousness was recorded, 
and in the psychologist’s analysis of the 
Minnesota Multiphasic Personality Inven- 
tory profile, which is one of the battery 
of psychological tests administered as part 
of the preliminary workup of each patient. 


A typical example is the case of a 37-year-old 
maie patient, married, with three children, who 
had been a problem drinker for at least ten 
years. His drinking pattern was that of almost 
daily evening drinking, with a 3 to 10 day epi- 
sode of continuous heavy drinking at intervals 
of 2 to 8 weeks. He described his nervous 
symptoms by saying: “My nerves get bad, es- 
pecially inside. I always feel tense, and the ten- 
sions keep building up worse and worse. The 
feeling goes away completely after a couple of 
drinks, but then I must keep on drinking.” 

The clinical psychologist’s interpretation of 
this patient’s MMPI profile states: ‘This profile 
shows evidence of recurrent anxiety and guilt. 
Basically this is a rather tense, anxious indi- 
vidual who worries a great deal, and is pessi- 
mistic about the future. He is an uncomfortable 
person and the general constant level of discom- 
fort occasionally exhibits itself in marked pe- 
riods of anxiety at which time he is most likely 
to drink.” 

This patient first entered treatment in October 
of 1959. He showed very little improvement, 
was sporadic in clinic attendance and the case 
was closed as unimproved. He returned to the 
clinic in September 1960, and was started on 
amphenidone in addition to the regular casework 
treatment interviews. He seemed much more 
receptive to treatment and showed considerable 
improvement in every way. Although his clinic 
attendance has again become sporadic, he has 
apparently been successful in maintaining so- 
briety up to the present time. 


This pattern of constant anxiety and 
tension, gradually building up to a level 
of intolerable discomfort, at which point 
the patient resorts to alcohol for relief, 
was consistently present in the patients 
who showed the most satisfactory re- 
sponse to amphenidone. The anxiety was 


usually quite obvious on observation of 
the patient during the interviews, and not 
infrequently the patient was aware of 
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these feelings and had sufficient insight to 
verbalize them spontaneously. Even in the 
patients of this type who denied feeling 
nervous and tense, the MMPI profile 
showed characteristic indications of a 
high level of anxiety. When this anxiety 
is kept at a tolerable level these patients 
apparently feel no particular need to re- 
sort to alcohol, and have much less diffi- 
culty in maintaining their sobriety. Am- 
phenidone was found to be extremely ef- 
fective in reducing this anxiety, without 
producing any undesirable side effects 
which might add to the patient’s discom- 
fort and cancel out the desired response. 
In the dose range of 800 to 1600 mg. daily 
there have been no subjective or objective 
indications of any type of side effects. Se- 
rial blood counts and urinalyses, done rou- 
tinely, showed no significant alterations 
during continued administration. One pa- 
tient took thirty 200 mg. tablets over an 
interval of 24 hours with no apparent ill 
effect. This lack of side effects and the 
remarkably slight alteration of cortical 
activity at the conscious level, which one 
patient expressed very aptly by saying: 
“T’m not nearly as nervous, but I don’t 
feel as if I have taken anything after I 
swallow the tablets” is especially impor- 
tant in these dependency-prone patients. 
Presumably, because of this absence of 
perceptible alteration of cortical activity, 
addiction or habituation as manifested by 
drug dependency or unauthorized increase 
in the prescribed dosage has been no prob- 
lem, even in patients who have taken am- 
phenidone for as long as 10 months. In 
fact, the usual pattern is a gradual volun- 
tary reduction in the dosage as they re- 
spond to psychotherapy and begin to be 
more comfortable with themselves and 
with their environment. 


At the present time, since the real cause 
of alcoholism is unknown, any definite 
cure involving getting at the cause and 
correcting it is an unrealistic goal. We 
accept that our treatment is purely re- 
medial, and that the remedy is total so- 
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briety. The method of accomplishing this, 
of course, depends on many factors, but 
the goal of treatment is to prevent the 
patient’s taking the first drink. In one 
particular category of alcoholic patients, 
those who take the first drink to relieve 
the intolerable discomfort of accumulated 
tension, amphenidone has been found to 
be an extremely helpful adjunct to psycho- 
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therapy. The patients most likely to ben- 
efit can be accurately selected on the basis 
of information obtained from the history 
and the results of psychological testing, 
and the medication can be prescribed with 
a comfortable feeling of assurance thai a 
beneficial response will be obtained. 


1124 So. 20th St., Birmingham, Alabamar 





Like all quantitative statements pertaining to human affairs... 


enumerations of 


disturbed persons or of psychiatric beds gives but a distorted impression of the change 


in the incidence of mental diseases. . 


. . The village fool who used to be an accepted 


member of any rural setting, the semi-senile oldster who rocked on the porch, . . . and 
even the timid soul who escaped competition by retiring into a sheltered home atmo- 


sphere are likely now to become inmates. . 
the crowded high-pressure environment of modern life. 


. because they cannot find a safe place in 


Thus, the problem of our time 


may be less an actual increase in the numbers of mental defectives than a decrease in 


the tolerance of society for them. 


Rene Dubos 
Mirage of Health, Harper 1959. 





The blindest of all the blind are those who are unable to examine their cwn presup- 
positions, and blithely imagine therefore that they do not possess any. 


H. Butterfield 
Charles Scribner’s Sons. 
Christianity and History 


(Quoted by Anthony Storr, The Integrity of the Personality, Atheneum Publishers, N. Y.) 
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“rom time to time it is profitable to 
paise and look over one’s shoulder at the 
record of earlier accomplishments that 
have advanced knowledge in biological 
psychiatry to its present level. Such ex- 
amination, if searching enough, like all 
true historical study, should serve to illu- 
minate the present and provide a widened 
perspective for making future progress. 


As never before in psychiatry, a correct 
philosophical outlook and research pers- 
pective is necessary. The ever increasing 
number of new drugs provided by the 
chemist’s manipulation of the molecular 
structures of certain classes of chemical 
compounds, an earlier member of which 
was empirically successful in the manage- 
ment of behavioral manifestations, can 
lead to a situation in which appropriate 
roles are reversed. The clinician comes 
to serve the chemist by testing his prod- 
ucts in clinical situations rather than the 
chemist helping the clinician in exploring 
the mechanisms that underlie not only 
psychic states in general but also his most 
serious clinical responsibility, the so- 
called functional psychoses. 


That this undesirable consequence is 
real is illustrated by the great number of 
different phenothiazine derivatives, to 
take only one class, already in use and 
the many others at present undergoing 
experimental or clinical investigation. 

We believe that we should study the 
contributions to our understanding of the 
mechanisms of psychic states that have 
_ been provided by investigations with the 
| hewer agents, beginning with reserpine 
i and chlorpromazine, so that we may build 
upon a strong biological foundation. 










*Presented at the 6th Annual Meeting of the 
» Academy of Psychosomatic Medicine, Cleveland, 
© Ohio, Oct. 1959. 
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Drugs and Mechanisms Underlying Psychic States 


MORTIMER D. SACKLER, M.D., HERBERT G. BIRCH, PH.D., ARTHUR M. SACKLER, M.D., 
RAYMOND R, SACKLER, M.D. 


Physiological Effects of Ataractics 


When the findings reported are sur- 
veyed, it becomes apparent that most are 
characterized by a rather widespread 
pharmacologic effect, though their influ- 
ence on mood or behavior may be more 
specific. In all instances, physiologic 
changes are quite general and involve a 
multiplicity of organs and systems. 

The effects produced occur at many lev- 
els in the nervous system: at the periph- 
eral musculature, on endocrine organs and 
endocrine interrelations, at the level of in- 
termediate metabolism with regard both 
to the uptake and utilization of metabolic 
products, on antigen-antibody reactions, 
and on specific enzymatic processes. Fur- 
ther, many of the effects are dose specific 
and are opposite in character in accord- 
ance with whether large or small doses 
are administered. 

Chlorpromazine, which has been most 
intensively studied, may be used illustra- 
tively to support these generalizations. 

It has been shown by Himwich and his 
associates that the administration of 
chlorpromazine at a given dose level re- 
sults in a depression of both hypothalamic 
and reticular substance activity. At rela- 
tively low dose levels this leads to dimin: 
ished alertness, including a “non-alert” 
EKG, lack of extreme reactions, a blunt- 
ing of emotional expression, and a dimin- 
ished sensitivity to environmental stress. 
However, a high dose level results in ele- 
vated reticular system activation, which 
can, if high enough, be manifested in par- 
kinsonian symptoms. 

The changes in hypothalamic arousal 
affect the pituitary and through it the 
whole endocrine system, It is also possible 
that direct effects obtain on other endo- 
crine organs, particularly the adrenals. 

Hormia, in Finland, has shown that 
while small doses of chlorpromazine may 
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act to stimulate adrenocortical activity 
and protect the organism against non-spe- 
cific stress, large doses result in adrenal 
depletion and exhaustion and, instead of 
exerting a stress protective action, func- 
tion as so-called stresses themselves. This 
phenomenon is identical to that to which 
we called attention during studies of the 
mechanisms of electroconvulsive therapy, 
insulin coma and histamine as well as tes- 
tosterone in massive doses. This, it seems 
to us, implicates adrenal overactivity as 
one possible mechanism underlying cer- 
tain psychic states. 

Not only does chlorpromazine act on 
the nervous and endocrine systems, but 
recent reports by Rafaelsen, in Sweden, 
have demonstrated that it, as well as cer- 
tain other members of the phenothiazine 
group, is able to inhibit glucose uptake 
and utilization by both striated muscle 
and nervous tissue. 

It is of interest, too, that in this country 
and in Great Britain, Norman and Hie- 
stand have shown, and Ryall has con- 
firmed it, that chlorpromazine inhibits in- 
sulin induced hypoglycemia and coma in 
the experimental] animal. 

Again, in the early days of biochemical 
research in psychiatry, it was possible to 
demonstrate a relationship of successful 
therapy to normalization of carbohydrate 
metabolism in those psychiatric patients 
with aberrant function as reflected in glu- 
cose tolerance. This, too, could implicate 
adrenal and other organic dysfunction as 
an underlying mechanism, 

Behavioral studies reveal that the ef- 
fects of both chlorpromazine and reserpine 
on conditioned avoidance reactions are 
distinctly different from those produced 
by the barbiturate sedatives. Thus, Cook 
has shown that when an animal is trained 
to avoid a shock on an electric grid by 
climbing an insulated pole when a buzzer 
sounds, the administration of chlorproma- 
zine results in a loss of the conditioned re- 
sponse. The chlorpromazine treated ani- 


mal fails to climb his insulated pole when 
the buzzer sounds and begins to climb 
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only when the grid shock is administered. 
In contrast, barbiturate treated animals 
do not climb the insulated pole either to 
the premonitory buzzer or to the shock it- 
self. Similarly, Hunt and Brady have 
shown a loss of conditioned but not di- 
rectly stimulated emotional reactions in 
reserpine treated monkeys. This changed 
reactivity is far more likely the result of 
a selective inhibition of learned cortically 
located anticipatory activity than it is the 
product of tranquilization. 

Thus, with this most used ataractic, 
changes are induced in the nervous, endo- 
crine, and muscular systems, together 
with alterations of metabolic and probably 
enzymatic relationships. 

The often expressed facile belief that 
chlorpromazine is but a special variety of 
sedative termed a “tranquilizer” is not 
sustained, in our opinion, by these phar- 
macologic data. Tranquilization is a sur- 
face phenomenon which we observe. The 
other changes, which may only in part be 
reflected in behavioral tranquility, are 
more profound and more basic. Tranquil- 
ization in the case of the ataractics and 
mood change induced by the monoamine 
oxidase inhibitors indicate to us that the 
metabolism is being influenced in a benefi- 
cial manner; i.e., the mechanism underly- 
ing a psychic state has been altered. 

The broad biologic character of the ef- 
fects of chlorpromazine is matched by the 
widespread effects produced by reserpine. 
It has been shown to be: 1) a sedative; 
2) a depressor of supramedullary sympa- 
thetic activity with abolition of response 
to afferent vagal stimulation; 3) a vaso- 
dilator; 4) a hypothermic agent which in- 
hibits reflex temperature regulation; 5) a 
bradycardiac agent whose response is only 
partially blocked by atropine; 6) a miotic; 
and 7) a respiratory depressant. 
8) releases antidiuretic hormone; 9) de- 


creases fertility in females and produces 
pseudopregnancy; 10) acts as local anes-} 
thetic; 11) functions to depress the hypo- > 


thalamus; and 12) has sympatholytic ac- 
tivity. 
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The physiologic consequeces produced 
by meprobamate, azocyclonal (Frenquel), 
or iproniazid also revealed broad spectrum 
effects with certain new features of speci- 
ficity depending on the group of com- 
pounds used. 

The monoamine oxidase inhibitors are 
related more to mood change than to be- 
havioral influence. The pharmacologic ef- 
fects of this group remain to be eluci- 
dated. 


DISCUSSION 


The research effort in the recent past 
has resulted in a considerable amount of 
information about the clinical effective- 
ness in psychiatry of several classes of 
pharmacologic agents as well as some ba- 
sic biochemical and physiological data. 

It is important, it seems to us, to recog- 
nize that the use of ataractic agents in the 
treatment of the functional psychoses rep- 
resents an historical extension of earlier 
studies with physiodynamic therapies 
which included electroshock, insulin, met- 
razol, histamine, glutamate, thyroid, and 
testosterone. 

Moreover, the conviction that patients 
suffering from one or another of the 
“functional” psychoses were manifesting 
psychic and behavioral consequences of 
metabolic aberration led us some time ago 
to the use of biochemical substances. 


So interesting and significant were the 
clinical and physiologic responses of pa- 
tients to these agents that our own groups 
at Creedmoor and at the Van Ophjuisen 
Center formulated a physiodynamic the- 
ory which “envisions a neuroendocrine 
pathogenesis” of psychic states, The evi- 
dence already available at that time led 
us to conclude that adrenal-thyroid-gona- 
dal- and insulin dysequilibrations were 
implicated in these disorders. Further, 
our endocrinologic hypotheses led us to 
predict even then that cortisone adminis- 
tration, by disturbing the essential en- 
docrine equilibrium, could result in the 
production of a psychosis—a prediction 
soon confirmed by clinical experience. Ten 
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years ago, too, it was apparent to biologi- 
cally oriented psychiatrists that the func- 
tional psychoses and disturbed psychic 
states were accompanied by or more likely 
the result of disturbances in the delicate 
fabric of interactions in metabolism. 

Thus, at the time the ancient Indian 
drug reserpine and the French synthesized 
chlorpromazine were accepted in Europe 
and America for treatment of psychic 
states, a cons‘derable body of fact and the- 
ory concerned with the biogenesis and bio- 
therapy of the functional psychoses was 
already in existence. However, unfortu- 
nately, the biolcgical view was not then 
a popular one and in many circles of psy- 
chiatry only barely respectable. 

Without question, the first great contri- 
bution to American psychiatry of these 
drugs was that their therapeutic effec- 
tiveness forced a philosophical reappraisal 
of the biological viewpoint in psychiatry. 
The new psychopharmacologic agents 
have served to reaffirm the unity of psy- 
chiatry with medicine and of psychopa- 
thology with pathophysiology. 

With the advent of these agents, sev- 
eral other theories of the mechanism un- 
derlying psychic states have been ad- 
vanced; e.g., serotonin, ceruloplasmin, 
adrenolutin. However, as the pharmacol- 
ogist Meyers has put it, “Drugs have mul- 
tiple actions, Establishing the mechanism 
of any one action does not establish that 
such a mechanism can explain all the ob- 
served effects of a drug. To characterize 
these drugs carefully enough to allow de- 
termination of a ‘locus’ for certain behav- 
ioral operations would require much more 
neurophysiological information than is 
now available. When the necessary phys- 
iologic background is accomplished, it, 
and not the derived pharmacological data 
will be applied to psychophysiological 
problems.” 

It is clear that the new data derived 
from the study of ataractic drugs can give 
rise to valuable hypotheses, and with new 
theory and research more facts will be 
uncovered as to the mechanisms underly- 
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ing the functional psychoses and psychic 
states generally. These drugs are potent 
investigative tools in psychiatry only if 
the research perspective and philosophy 
is consistent with the reality. If one views 
these drugs solely as adjuvants to psycho- 
therapy, we will not progress in our fun- 
damental knowledge, for we will be ac- 
cepting the words “tranquilization” and 
“psychic energizer” as the sole explana- 
tion of effectiveness rather than recogniz- 
ing the need for further research into ba- 
sic underlying mechanisms. 

A recent issue of the J.A.M.A. serves 
to illustrate the problem psychiatry and 
clinical medicine face. Clinging to a phi- 
losophy which, it seems to us, is rooted 
more in psychodynamic psychology than 
in clinical medicine, the lead article in 
the official publication of medicine warns 
against excessive use of tranquilizer drugs 
for fear that these “may lead to an in- 
crease in psychiatric symptomatology, 
excessive dependence on physician or 
medication, fixation on an organic etiol- 
ogy, defective management of daily affairs 
or to a denial of emotional problems.” 

While no one will question the correct- 
ness of caution in the use of any drug— 
and excessive or indiscriminate use should 
properly be criticized—the underlying phi- 
losophy revealed by this paper is what 
concerns us, especially if it serves to re- 
verse the current research trend. 

While the paper notes that “Tranquiliz- 
ers do not resolve emotional conflicts...” 
it does affirm that they “. . . may restore 
a personality to its previous functioning 
level or to psychobiological homeostasis 
in indicated situations.” Without entering 
into debate as to what is the resolution of 
an emotional conflict, we should bear in 
mind the thousands of patients, in con- 
trast to the two case histories presented, 
who have benefited by the use of pharma- 
cologic agents and who may even have 
been spared hospitalization. 

Concern that therapies, even including 
shock therapy, do not change basic per- 
sonality structure and should “serve best 
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as an adjunct to psychotherapy” indi- 
cates a philosophic viewpoint which sec ks 
to establish psychodynamic theory »a- 
ther than physiologic fact as the basis 
for elucidating the mechanisms under:y- 
ing psychic states. This implies, also, 
that psychotherapy functions to alter }a- 
sic personality structure, an implication 
that has little or no clinical evidence to 
support it. The facts are that with the 
introduction of electroshock therapy, the 
first significant therapeutic advances were 
made in the control of severe depressive 
states. Then, with the use of biochemical 
substances and more recently with phar- 
macologic agents, a major breakthrough 
was achieved, leading to reduction in men- 
tal hospital census for the first time. 

It seems clear that the psychiatric lit- 
erature of the past decade has confirmed 
the value of these drugs when properly 
used. Unfortunately, the psychiatric lit- 
erature of the past fifty years has not re- 
corded, and all of us are still awaiting, 
detailed reports on the benefits of psycho- 
therapy alone for the mass of psychiatric 
patients. 

The study of the pharmacology of the 
psychotropic drugs does not of itself di- 
rectly answer the question of mechanism 
in mental illness. Now, as before, the 
mechanism of mental illness, as of illness, 
must be sought in the detailed study of 
the pathophysiology and pathogenesis of 
the disease in the sick person. Only if 
this is done will the rich promise of psy- 
chopharmacology be fulfilled. 

An ever clearer understanding of mech- 
anism in mental illness can be derived 
from the integration of present pharmaco- 
logic work with the rich heritage of bio- 
logical psychiatry bequeathed to us by 
earlier workers who, before the advent of 
potent drugs, did study the patient and 
the psychic states he portrayed as well as 
the influence of physiodynamic therapies. 
When we understand more of mechanis!1s 
underlying psychic states, we can then 
move in the direction of control and, wih 
control, preventive psychiatry. 
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An Adaptive Concept of Anxiety 


MOKE W. WILLIAMS, M.D., and JOSEPH M. TOBIN, M.D. 


Anxiety presents the physician with 
common and often obscure problems of 
diagnosis and treatment. In this regard 
it is like pain. Recent progress in the 
fieli of psychopharmacology is increas- 
ing'y contributing to the therapeutic ar- 
mamentarium, In the clinical investiga- 
tio. of these compounds it is useful to 
ma ntain a comprehensive and holistic ap- 
proach to anxiety with a view to the ulti- 
mate understanding of th's complex phe- 
nonienon, 

A detailed description of the evolution 
and operation of an adaptive concept of 
anxiety is beyond the scope of this dis- 
cussion. It is important to point out 
however briefly, that the formulation of 
this concept follows the traditional theo- 
ries of physiological and psychological 
medicine. Contributions have been made 
by a wide variety of disciplines including 
molecular biochemistry, physiology, neu- 
rophysiology, psychology and psychiatry. 

Physiologic functioning has been con- 
ceived of as resting primarily upon three 
fundamental principles. The first of these 
is that of functional organization of sys- 
tems beginning at the level of molecular 
energy exchange and progressing to the 
individual organism. The second is that 
of maintenance of stability within the vast 
network of interrelated component sys- 
tems by means of dynamic equilibrium. 
The third principle involves the inherent 
capacity of these individual systems to 
adjust, within limits, to change (stress) 
by establishment of new functional equi- 
libria, At the level of the individual sys- 


_ tems, these functions are self-regulatory. 
| However, with the evolution of multi-cel- 
_ lular organisms, new correlative and reg- 
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ulatory systems developed which enable 
the animal to achieve autonomy in an un- 
stable external environment. 

We may consider the body and mind as 
two major interrelated and regulatory 
systems. Psychological processes may be 
thought of as phenomena within an hier- 
archical mind system. The primary ana- 
tomical substrate for this mind system is 
the brain. However, its energy sources, 
correlative and regulatory mechanisms 
may be viewed as residing within all high 
level energy component systems of the 
body. We may assume that equilibrium 
or disequilibrium in either system may be 
reflected in the other through complex 
feed-back mechanisms. Schematically the 
body system is represented as a series of 
major component systems each with its 
biochemical core, its anatomical structure 
and its physiological function. The mind 
system is represented as a projection of 
the body system with its biological core, 
instinct, intellectual capacity, emotional 
reactivity and component functions within 
the ego system. Within the mind system, 
anxiety is viewed as the “stressor,” com- 
parable to the physiological stress within 
the body system. 

Anxiety is a subjective experience; an 
affective state which is manifest in feel- 
ings of uneasiness, apprehension, danger, 
dread and helplessness. It implies the an- 
ticipation of an imminent danger; a sit- 
uation in which the individual may be in- 
capable of meeting the demands of the 
internal and/or external environment.‘ 

It may be experienced in a wide range 
of degree from mild excitation to paralytic 
panic, Solicitude, worry, dread, despair 
and helplessness are all facets of anxiety. 

There is a need to distinguish anxiety 
from related phenomena. The physiolo- 
gist, for example, is concerned with the 
two primary reactions of fear and rage. 
Cannon’s concept of “fear-flight’” and 
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“rage-fight” equate behavioral patterns 
with emotional processes.' The psychi- 
atrist is likely to distinguish fear, or “true 
anxiety” in Freudian theory, from neu- 
rotic anxiety, and to further subdivide 
neurotic anxiety into free-floating and 
covert expressions. Fear is an alarm re- 
sponse to an external or focal danger. It 
tends to subside as the stimulus disap- 
pears. Neurotic anxiety may or may not 
include a focal danger, but is always char- 
acterized by the presence of a diffuse and 
unknown or unrecognized threat from 
within. 

Grinker refers to the disparity in time 
between stimulus and total anxiety re- 
sponse. There may be a “lag” phenom- 
enon in the response and persistence be- 
yond the stimulus. He suggests the for- 
mation of a separate anxiety system and 
illustrates its persistence in chronic anx- 
iety states.° The term “free-floating anx- 
iety” is usually applied to the direct per- 
ception of anxiety without the presence of 
a specific ideational representative. Cov- 
ert anxiety describes conditions in which 
there is little or no disturbing apprehen- 
sion in the presence of well organized psy- 
chological defenses and/or physiological 
concomitants.*'* In clinical practice the 
patient frequently presents a composite 
picture of the various expressions of anx- 
iety. 

Psychological theories have been pro- 
posed to explain the sources and mecha- 
nisms of anxiety. For the purposes of this 
discussion we can select some representa- 
tive theories. 

Antedating the formal psychoanalytic 
theory was the religious or philosophic 
concept of “Urangst” which is defined as 
an existential or universal primordial fear 
of death.* 

Freud initially viewed anxiety as re- 
sulting from an accumulation of noxious 
stimuli which arose from libidinal frus- 
tration. In his later theories he modifies 
his formulations within the psychic en- 
ergy or libidinal concept. He suggests 


that the infant experiences a profuse pro- 
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totypal anxiety when threatened with the 
possibility of respiratory failure. The rep- 
etition of this symbolic danger signal oc- 
curs whenever unacceptable impulses or 
painful memories threaten to emerge from 
the unconscious into awareness. Conflict 
between opposing forces within the per- 
sonality, as, for example, between the in- 
stincts of the “id” and the prohibitions of 
the “superego,” represent a symbolic 
threat to the existence of the “ego” or 
self. Freud initially considered the ego 
defense of repression, the unconscious ex- 
clusion of unacceptable impulses, to be 
the cause of anxiety. He later reversed 
this position, hypothesizing that this de- 
fense mechanism is evoked to protect the 
“ego” from the experience of anxiety.’ 
Modern psychoanalytic theory postulates 
three major sources of anxiety ;separation, 
castration and superego or guilt. Separa- 
tion anxiety arises from the loss of de- 
pendence upon the mother, or symboli- 
cally, the loss of any loved object. Castra- 
tion anxiety, as experienced by the male, 
arises from the anticipated loss of the gen- 
italia, presumably in reprisal for unaccept- 
able libidinal urges directed toward the 
mother. In females this equivalent is ex- 
pressed more broadly as the loss of the 
love relationship and is closer to separa- 
tion anxiety. “Superego” or guilt anxiety 
arises from the threat of loss of approval 
by the internal representation of signifi- 
cant authorities.**:'’ It is suggested that 
these three forms of anxiety may be con- 
sidered as a single expression of the !oss 
of relationships which are symbolically 
meaningful to the survival of the self. 

Rank views separation anxiety as stem- 
ming from conflicts within the growth 
process, The conflicts involve the anxicty 
which arises from progressive separation 
and individualization and those which 
arise from the failure to follow this proc- 
ess of maturation." 

Sullivan describes anxiety as stemming 
from the infant’s apprehension of disap- 
proval by the significant persons in his 
world. The prototype occurs early in the 
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relationship of mother and infant and con- 
tinues as an active force in shaping the 
course of later interpersonal relation- 
ships. 

Horney postulates basic anxiety as aris- 
ing from the conflict between dependency 
an hostility in early childhood. The ex- 
tension of this conflict in later life con- 
stitutes the basis of neurotic anxiety.’ 

Mowrer sees anxiety as arising when 
moral values related to the need to gain 
love and approval are in conflict with com- 
peting drives and interests. The denial 
of these drives results in the experience of 
anxiety.’® 


Goldstein defines anxiety as the sub- 
jective experience of the organism in a 
“catastrophic condition” in which it can- 
not cope with the demands of its environ- 
ment and senses a threat to its existence 
or to the values which it holds essential 
to that existence.* 

Masserman has postulated that anxiety 
stems from three sources: the fear of 
death or bodily injury, the fear of loss of 
meaningful interpersonal relationships and 
finally uncertainty about man’s position in 
the cosmos.” 

Our view of the phenomena of the in- 
terrelatedness of stress and anxiety has 
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led us to formulate an operational con- 
cept of anxiety. In an attempt to illus- 
trate this concept we have devised a sche- 
matic model (Fig. 1). 


Stress, either external or internal in or- 
igin, evokes homeostatic adaptive proc- 
esses within the body system. Anxiety 
represents the signal of disequilibrium re- 
sulting from either situational or intra- 
psychic stress applied to the mind sys- 
tem. Adaptive mechanisms have been ar- 
bitrarily divided into three categories. Pri- 
mary adaptive mechanisms link the phys- 
iological response to an affective response. 
In this way fear is translated into flight, 
rage into fight and dependency into a pro- 
totype of love. The secondary adaptive 
mechanisms are considered to operate 
wholly within the mind system and to 
represent the so-called defense or mental 
mechanisms of the “ego” system. They 
include such mechanisms as repression, 
projection, and sublimation which are as- 
sumed to operate outside of conscious 
awareness. Tertiary adaptive mechan- 
isms, likewise operating within the mind 
system and stemming from the capacity 
of the individual to learn, are thought of 
as leading to selective behavior and are 
based on experience, concept formation 
and judgment. For the most part, ter- 
tiary adaptive mechanisms are conscious. 


Clinical manifestations of anxiety may 
be thought of as representing degrees of 
adaptation. Function may be regarded as 
the overt expression of the mind-body 
adaptational process. In successful adap- 
tation there is a reduction of anxiety 
which leads to new equilibrium with un- 
impaired or improved functioning. In par- 
tial adaptation there is some reduction 
of anxiety and the establishment of new 
equilibrium usually accompanied by some 
limitation of function, Clinical syndromes 
ranging from anxiety character structures 
to the severely limiting dissociative forms 
of schizophrenic disorders are examples 
of partial adaptation. Failure to adapt to 
anxiety results in an unstable equilibrium 
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and marked disorganization of function. It 
is clinically observed in panic states. 

The re-establishment of equilibrium may 
be viewed as a compensatory process le: d- 
ing to a restoration of function. The fail- 
ure to establish new equilibrium may de 
viewed as a decompensatory process with 
consequent partial or complete failure to 
restore function. 

In brief, the operational concept of anx- 
iety may be restated in the following prop- 
ositions: 


1. Within the limits of individual adaptive ca- 
pacities, integrative and regulative homeostatic 
processes operate in the presence of either phys- 
iological or psychological stress to maintain a 
dynamic equilibrium. 

2. Stress may originate within the body sys- 
tem or within the mind system. It may then be 
expressed as disequilibrium in one or both of 
the systems. Stress is a signal of threatened 
disequilibrium and is represented as a feeling- 
state (anxiety) in the mind system. 

3. In response to this signal, adaptive proc- 
esses are activated which may succeed in estab- 
lishing new equilibrium without loss of function. 

4. Partial success or failure of adaptive proc- 
esses lead to a quantitative increase in anxiety 
which is not completely measurable. This in- 
crease results in adaptive attempts to develop 
new equilibria which are frequently accompanied 
by limitations of function. 

5. Clinically, these new equilibria are consid- 
ered to be functional syndromes involving both 
body and mind systems. Covert expressions of 
primary body disequilibrium are omitted from 
this model. 

6. Partial adaptive equilibrium with limitation 
of function is manifested in clinical syndromes. 

7. Adaptive compensation leads to new equi- 
librium and restoration of function. 

8. Adaptive decompensation results in progres- 
sive disequilibrium and malfunction. 

9. Acute or progressive failure to establish 
equilibrium leads to marked disorganization of 
the mind system. This marked disorganization 
is clinically manifested as panic. 


I should like at this point to insert some 
of my ideas regarding dependency and its 
relation to the production of anxiety. “he 
dependency needs of an individual bein 
at the time of birth. Initially, they ire 
divided in two areas: those which ire 


physiologic and those which belong to ‘he 
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emotional area. As the individual pro- 
gresses towards physical maturation and 
finally becomes known as an adult, his 
physical dependency needs are, theoreti- 
cally at least, satisfied. Excepting such 
situations as severe illness or catastrophic 
environmental stress, he is allegedly an 
independent human being capable of meet- 
ing his physical requirements. 

Che unfulfilled emotional or psychologi- 
ca! dependency needs are the ones upon 
wliich I should like to focus in an attempt 
to point out their roles in the development 
of various personality disorders and their 
influence upon the production of anxiety. 
Unfulfilled dependency needs result from 
various influential determining factors 
an may predispose an individual toward 
the development of certain personality 
difliculties and towards sensitivity to cer- 
tain kinds of stress. To illustrate my spec- 
ulative thinking, we might consider a 
child whose parents and environmental 
milieu have been characterized by over- 
indulgence and overprotection. The in- 
fluence of these two factors block the 
process of emotional maturation and in- 
fluence the ability to accept responsibility 
and to behave as an independent adult. We 
might just as easily consider this child as 
one whose growth milieu is characterized 
by hostility and emotional deprivation. 
The individual whose emotional matura- 
tion was effected by parental overindul- 
gence and protectiveness may be blocked 
in his strivings for growth. The result- 
ant personality would then be one of in- 
adequacy. A person who remains arrested 
at this level is generally termed an inade- 
quate personality type, or officially, per- 
sonality pattern disturbance. It is rec- 
ognized that the inadequacy plus influenc- 
ing variables may allow for different di- 
rections in the development of the person- 
For example, an individual filled 
with feelings of inferiority may progress 
beyond the stage of general inadequacy 
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vidual may produce feelings of anger di- 
rected at himself. These feelings may in 
turn be projected toward others in an at- 
tempt to establish some kind of intrapsy- 
chic equilibrium as a means of coping with 
his anxiety. On the other hand, the anger 
may lead to the development of anti-social 
behavior or sociopathic personality dis- 
turbances. Another possibility is that the 
anger may be turned inward, resulting in 
depressive states. 


Unfulfilled dependency needs, the con- 
sequent production of anxiety and the at- 
tempts to handle the anxiety by establish- 
ing new equilibria influence the individ- 
ual’s interpersonal relationships. Within 
this area, as example of such an attempt 
would be marriage to a “mother substi- 
tute.” The individual’s failure to compen- 
sate in this particular fashion could lead 
to the development of feelings of aliena- 
tion from all mother figures and conceiv- 
ably could result in an homosexual adjust- 
ment. These various operational factors 
and compensatory mechanisms may form 
the basis of a wide range of personality 
disorders, psychophysiologic disorders 
and personality trait disturbances. 

Clearly, this is not an exhaustive con- 
sideration of dependency. I have made 
no attempt to consider results of recent 
isolation experiments, nor have I dealt 
with social conditioning both of which 
would be important to consider as factors 
in the maintenance of equilibrium and 
control of anxiety. It is likewise beyond 
the intent of these remarks to theorize 
about those variables which determine the 
development of the various classifications 
of emotional disorders. 

In this discussion I have attempted to 
consider the role of unfulfilled dependency 
needs in the development of various emo- 
tional disorders. Anxiety is a result of 
the lack of fulfillment of this basic need. 
It may then be experienced in either of 
the interrelated systems of the mind and 
the body. Clinical manifestations of anx- 
iety result from equilibria fluctuations 
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which may run the gamut from successful 
adaptation with unimpaired function, 
to complete failure and disorganization 
of function. 


SUMMARY 


Study and review of representative the- 
ories of adaptive mechanisms in the mind 
and body systems have led us to the for- 
mulation of an operational concept of anx- 
iety. In our model and discussion we have 
stated the proposition upon which this 
concept has been based. 
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conceived that each individual has within his life span a 


given potential for mental health or illness depending on a complex of biological, psy- 


chological and sociological forces affecting his behavior... . 
everyone will at times experience psychological trouble. . 


According to this view, 
. . Mental health springs not 


from avoiding all stress or always staying out of trouble, but from a capacity to ac- 


cept normal amounts of stress. 


Action for Mental Health 
Basic Books, N. Y., 1961, page 94. 
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A Comparison of Imipramine (Tofranil® ) and 
Amitriptyline (Elavil®) in the Treatment 


of Depression 


LAURENCE B. WEIsS, M.D.,* and MAURIE D. PRESSMAN, M.D.** 


INTRODUCTION 


The antidepressive drugs may be di- 
vided into mild and potent drugs. The 
miid drugs may be subdivided into two 
groups; the amphetamine group (which 
would include dextroamphetamine, dex- 
troamphetamine with amytal, and meth- 
amphetamine), and the miscellaneous 
group of deanol, methylphenidate and pip- 
radol, 

The potent drugs may also be divided 
into two groups: (1) the monoamine oxi- 
dase inhibitors and (2) the cyclic diben- 
zyl compound derivatives, The monoamine 
oxidase inhibitors are of two types, the 
hydrazines and the non-hydrazines. The 
first drug in the hydrazine group was ipro- 
niazid, followed later by phenylisopropyl- 
hydrazine, isocarboxazid, phenelzine, and 
nialamide. The one non-hydrazine is 
tranyleypromine. The cyclic dibenzyl com- 
pound derivatives form the second type 
of potent anti-depressives and include imi- 
pramine and amitriptyline. The latter two 
drugs will be discussed in greater detail. 


Classification of Antidepressant Drugs 


I—MILD 
A. Amphetamine Compounds 
Dextroamphetamine (Dexedrine — Smith, 
Kline & French) 
Dextroamphetamine with Amytal (Dexa- 
myl — Smith, Kline & French) 
Methamphetamine (Desoxyn - Abbott; 
Methedrine — Burroughs-Weicome) 
*Chief, Psychopharmacology Clinic, and Assist- 
ant in Medicine, Albert Einstein Medical Center, 
Northern Division, Philadelphia, Pa. 
**Adjunct in Psychiatry, Albert Einstein Med- 
ical Center. 
Presented at a Symposium on Anxiety and De- 


} pression at the Meeting of the Academy of Psy- 


chosomatic Medicine in New York, N. Y., June 
25, 1961. 

From Albert Einstein Medical Center, North- 
ern Division and Moss Rehabilitation Hospital, 
York and Tabor Roads, Philadelphia, Pa. 


B. Miscellaneous 
Deanol (Deaner — Riker) 
Methylphenidate HCI (Ritalin — Ciba) 
Pipradol HCL (Meratran — Merrell) 


II—POTENT 
A. Monoamine Oxidase Inhibitors 
1. Hydrazine compounds 
Iproniazid (Marsilid — Roche) 
Phenylisopropyl-hydrazine (Catron — 
Lakeside ) 
Isocarboxazid (Marplan — Roche) 
Phenelzine (Nardil — Warner-Chilcott) 
Nialamide (Niamid — Pfizer) 
2. Non-Hydrazine compounds 
Tranylcypromine (Parnate — Smith, 
Kline & French) 
B. Cyclic Dibenzyl Compound Derivatives 
1. Imipramine (Tofranil — Geigy) 
2. Amitriptyline (Elavil —- Merck, Sharp & 
Dohme) 


METHOD OF STUDY 


At the Psychopharmacology Clinic of 
the Albert Einstein Medical Center over 
the past three years, we have studied over 
one hundred patients treated with imi- 
pramine and approximately the same num- 
ber treated more recently with amitripty- 
line. Most of the patients in both groups 
have been ambulatory. The diagnosis of 
approximately 50% of the patients in 
each group was involutional melancholia. 
In each group 8% of the patients were 
manic depressive, depressed type. There 
were twice as many cases of reactive de- 
pression in the second group. The miscel- 
laneous category contained several other 
diagnostic categories in which depression 
was an outstanding feature. 

The ages of both groups varied from 29 
to 78 with a predominance of patients over 
45 years. 

The dosage of imipramine varied from 
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100 to 150 mg. per day. The dosage of 
amitriptyline was generally 100 mg. per 
day although there were variations from 
40 to 200 mg. 


RESULTS 


I—Imipramine Series 

In the imipramine treated group, ap- 
proximately 75% of our patients showed 
moderate to marked improvement to full 
recovery. At the beginning of treatment 
in the cases of agitated depression, chlor- 
promazine in sufficient doses to control the 
agitation (i.e. 400 or 600 mg. a day) was 
also used. The response to imipramine 
occurred most often in the third or fourth 
week. Prolonged treatment of several 
months’ duration was at times useful. 
Doses above 150 mg. a day did not im- 
prove the results. 

Thirty per cent of the patients com- 
plained of dryness of the mouth, and bouts 
of excessive perspiration of the upper por- 
tion of the body. Other side effects in- 
cluded sudden unexplained falling, occa- 
sional dizziness, blurring of vision, hypo- 
tension, drowsiness, and syncope. A re- 
duction in dosage often controlled these 
side effects. The 10 mg. dosage size in- 
troduced later was useful in geriatric 
cases. 

We have felt that prolonged mainte- 
nance therapy is important. Many of our 
patients have been maintained on 50 to 
100 mg. daily for two years. In this man- 
ner they have avoided what to them was 
a pattern of living before imipramine ad- 
ministration, namely frequent rehospitali- 
zations for shock therapy. It has been 
noted by us and others that often schizo- 
phrenic patients do not do well on imi- 
pramine alone, Exacerbation of the schiz- 
ophrenic reaction may ensue, particularly 
if the patient has prominent paranoid 
trends. 


Il—Amitriptyline Series 

Medical observations on the amitripty- 
line treated group included recordings of 
the blood pressure in the sitting, lying, 
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of the blood count or of the urinary fi:d- 
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and standing positions. Laboratory stud- 
ies done on each patient over the three to 
six month period that they were un- 
der observation included complete bl. od 
counts, urinalysis, blood sugar, blood u: za, 
and alkaline phosphatase determinations. 
I. was noted that there were no chan::es 


ings attributable to the amitriptyline .d- 


ministration. Transient rises in the al- 
kaline phosphatase were occasionally 
noted. 


Seventy-nine per cent of the amitripty- 
line treated patients showed moderate im- 
provement to full recovery. Well over 
half of the group showed complete recov- 
ery from their depressive episode. Im- 
provement generally began two and one- 
half to three weeks after the start of med- 
ication, but there were extremes in the 
range of four days to six weeks. Patients 
remarked frequently at the start of treat- 
ment, “Doctor, I feel quieter inside,” or 
“T began to sleep better right away.”’ We 
interpreted the prompt improvement in 
these patients as being related to the sed- 
ative effect of the drug. 


The following side effects were noted: 


. Marked BOMNGICNCE ......66..6<.....<0..5...0200005. 
rE 6528 spies 3015 sap KeeRaedab na sooo sntaaescaeas 12 
RINNE 0 se oct cess pa sak ha cui cas svnwesounedssousseés's 6 
PEARS WOK BUDO nooo ooo oso acs cocss senses ee 6 
. Edema of lower extremities ................ 3 


RR MOTD SRRESIADIO NS. 5655055 0..nsse seu dahanccwassnseesndesessenste 
Sa MNUNMRURRNUPURIMOND Econ Sisco <sansancsctscvtcsseveeuetneenaes 2 
. Difficulty starting urinary stream 
PMMA IUMDEN MO MVIMRDED schoo ch ntics -Mewnhadosi saseresisnnnseesisets 2 


. Falling without cause 


SCOMNABRUNUPRWN He 


The only side effect which interfered 
with treatment was marked sleepiness and 
drowsiness, which occurred in approxi- 
mately 18% of the patients. For the larg- 
est part, however, this could be controlled 
by reducing the dosage to 50 mg. a cay 
and later gradually increasing the dose 
again, The patient was then often able to 
tolerate the increased dosage. Later as 





the 10 mg. tablets became available, t1is [ 
side effect was encountered less often, p 
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though some patients still showed somno- 
lence in response to one or two 10 mg. 
tablets. This constitutes, we think, the 
most important side effect, and was the 
only side effect which caused discontin- 
uance of therapy. 


DISCUSSION 


Though admittedly difficult it may be 
useful at this time to compare the two 
agents used in these series. Between 75% 
ani 79% of the patients in both series 
showed moderate to marked improvement 
to full recovery. 


The onset of antidepressive action of 
the two drugs is approximately the same, 
generally occurring the third or fourth 
week of treatment. 


The modes of antidepressive action of 
the two drugs do not appear dissimilar. 
On the other hand, the use of monoamine 
oxidase inhibitors is often accompanied 
by the development of anxiety as a side ef- 
fect. There was no such development of 
anxiety side effects in either the imipram- 
ine or amitriptyline series. As a mat- 
ter of fact, the principal advantage of 
amitriptyline is its sedative effect. This 
effect is manifested early, often in the first 
day or days of treatment. The sleep pat- 
tern improves early. Patients appear to 
be less troubled, though they may still be 
quite depressed. In contrast, many clini- 
cians have noted when using imipramine 
that it was often necessary to add a phe- 
nothiazine early in the treatment of the 
agitated depressed person, This supple- 
mentary medication was necessary in only 
four per cent of the amitriptyline treated 
group. Dorfman’ has called attention to 
the special value of amitriptyline in the 
agitated depression. Freed’ has noted the 
usefulness of parenteral amitriptyline to 
achieve quick control of the hospitalized 
agitated patient. 


The side effects of both drugs are sim- 


an ilar, including dryness of the mouth, bouts 


of excessive perspiration of the upper por- 
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ing, dizziness, syncope, hypotension, and 
blurring of vision, The frequency of these 
side effects was less in the amitriptyline 
treated series. Excessive sedation was en- 
countered very rarely with imipramine, 
but occurred in 18% of the patients 
treated with amitriptyline, and at times 
led to its discontinuance by the patient. 
Tachycardia was noted in each group. 
Weight gain which occurred in both 
groups should not be considered a side 
effect but rather as an accompaniment of 
improvement. 


The toxicity of the two drugs is diffi- 
cult to assess at this time. Wide experi- 
ence with imipramine has produced rela- 
tively few reports of toxic effects. Men- 
tion should be made of the danger of in- 
creased intraocular tension, and urinary 
difficulties, Hollister* reports that two pa- 
tients have committed suicide with mas- 
sive doses. Foster and Lancaster‘ report 
on falls and secondary injury. One case 
of agranulocytosis® has been reported. 
Hollister* notes that edema may occur 
during imipramine administration and 
that this is similar to the edema which at 
times follows phenothiazine administra- 
tion, Jaundice may rarely follow imi- 
pramine administration and like the jaun- 
dice produced by the phenothiazines it 
occurs early in treatment and has a favor- 
able course.* 


The experience with amitriptyline is 
still too scant to evaluate. Three pa- 
tients developed pedal edema which was 
easily controlled. No cases of hepatic nec- 
rosis with jaundice have occurred with 
either agent. Severe hepatic disease, often 
fatal, has occurred with iproniazid,**’ phe- 
nylisopropyl-hydrazine,* and _ isocarbox- 
azid.” Exacerbation of a schizophrenic 
reaction was not encountered with ami- 
triptyline. Barsa and Saunders’’ have also 
reported this. 


Patient acceptance of imipramine was 
often hindered by the annoying side ef- 
fects of dryness of the mouth, and exces- 
sive perspiration. Its latent period before 
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the onset of antidepressive action imposed 
special problems in ambulatory patients. 
Patient acceptance of amitriptyline was 
aided by its inherent sedative effect."’ This 
made it easier to retain those appropriate 
depressed patients in the out-patient 
clinic, The risk of suicide, however, must 
be continually kept in mind. The value of 
fong term antidepressive maintenance 
therapy was demonstrated in both series. 
Relapse may occur if treatment is termi- 
nated too early. In the long term low dose 
maintenance therapy for two or three 
years in the case of imipramine, and one 
year in the case of amitriptyline, no spe- 
cial problems were encountered as far as 
side effects were concerned. Relapse may 
occur after the discontinuance of either 
drug. The second use of either agent again 
produces remission, 


SUMMARY 


Clinical experiences with approximately 
two hundred depressed ambulatory pa- 





Imipramine Hydrochloride 
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tients, treated with imipramine and aini- 
triptyline, are presented. 

A comparison of these two antidepres- 
sant agents is made. 
N. Y., Amitriptyline Hydrochloride (Elavi' ) 


was supplied by Merck, Sharp & Dohme, Rah- 
way, N. J. 
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Etiology: Theory and Practice 


JOHN R. WHITTIER, M.D. 


Etiology (from the Greek aitia, cause, 
plus logos, description) is defined as “sci- 


ence, doctrine, or demonstration of 


causes; especially the investigation of the 
causes of any disease . . . ‘cause’ that 
which occasions or affects a result.” 


Stanley Cobb’ as recently as 1950, re- 
minded a symposium considering “mental 
disorder and organic disease’ that 50 
years earlier Adolph Meyer had begun to 
fight for the concept of “multiple etiologic 
bases.”” Ewen Cameron’ one year later, 
described to an annual meeting of the 
American Psychopathological Association 
how the concept of causality now included 
event sequences, which were “long chains 
of events passing forward and continually 
being modified by interplay with each 
other.” The National Advisory Mental 
Health Council reported in 1955° that “the 
concept of etiology as embraced by mod- 
ern psychiatry differs from the simple 
cause and effect system of traditional 
medicine. It subscribed to a ‘field theory’ 
hypothesis in which the interactions and 
transactions of multiple factors eventuate 
in degrees of health or sickness.” 

What is the nature of these multiple 
factors? They are conceivable in a revi- 
sion of the old terms “heredity” and “en- 
vironment,” now given more specific defi- 
nition with the terms, “genetic,” “experi- 
ential,” and “circumstantial.”* 

The term “genetic” is the adjective 


_ which denotes the genes, and their influ- 


ence. The adjective refers not only to that 
commitment to morphology and to func- 
tion of cells, tissues, organs, and systems 


*Presented at a Panel Discussion on “Organic 
Aspects of Psychiatry” at the Seventh Annual 


| Meeting of the Academy of Psychosomatic Medi- 
' cine, Philadelphia, Pa., October 15, 1960. The 
_ author’s introductory paragraphs appeared pre- 
» Viously in Dis. Nerv. Syst., 19:343-344, and are 


reprinted, somewhat modified, with permission of 


_ the publisher. 


which is absolute, but also to that which 
is modifiable by experiences and circum- 
stances peculiar to each organism. 

The term “experiential” is from the 
Latin, experire, to try. Experience is de- 
fined as, “the actual living through an 
event or events; actual enjoyment or suf- 
fering; hence, the effect upon the judg- 
ment or feeling produced by personal and 
direct impression.” It therefore includes 
sensory, percept, and concept formation 
with special reference to the influence of 
pleasure and pain during the interactions 
between organism and the environment. 


The adjective “circumstantial” is de- 
rived from the noun “circumstance,” 
which is defined as “one of the conditions 
under which an event takes place or with 
respect to which a fact is determined.” 
Examples are marriage, retirement, ma- 
terial or personal losses, and physically 
traumatic events. 


Finally, the sequence and concurrence 
of phenomena determined by genes, ex- 
perience and circumstance, are “liable but 
not certain to occur,” and hence a descrip- 
tion of status, is contingent (Webster) 
upon the contributions of each of the at- 
tributes or characteristics, in common 
with more or less of the other two. 

What are the psychiatric disorders hav- 
ing organic aspects to which this theory 
should be applicable? 

A “Diagnostic and Statistical Manual of 
Mental Disorders” published by the Amer- 
ican Psychiatric Association in 1952‘ de- 
fines all mental disorders in convenient 
categories. They are: 1) Disorders caused 
by or associated with brain tissue func- 
tion; acute or chronic. 2) Mental defi- 
ciency. 3) Disorders of psychogenic ori- 
gin without clearly defined physical cause 
or structural change in the brain. 

Under the first heading there are listed 
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13 acute disorders and 26 chronic brain 
disorders. Such a _ tabulation demon- 
strates merely the variety of disorders 
listed in the nomenclature. Physicians 
who have to do with the organic aspects 
of psychiatry deal, however, with an over- 
whelming prevalence of two disorders 
listed, namely the chronic brain syn- 
dromes associated with cerebral arterio- 
sclerosis and with senile brain disease. For 
these, treatment is palliative and symp- 
tomatic, and ultimate management is usu- 
ally institutional. Prevention waits upon 
research to provide interceptions for the 
processes of atherosclerosis and neuronal 
atrophy. 


The remaining 37 acute or chronic brain 
disorders require a careful differential di- 
agnosis, since many of them submit to 
medical or neurosurgical treatment, in- 
cluding disorders associated with alco- 
holism or malnutrition, drug intoxica- 
tions, diabetes, and some primary cere- 
bral neoplasms. Furthermore, some dis- 
orders, such as those of Huntington and 
Alzheimer’s disease call for genetic edu- 
cation of family members. 


In this presentation we will not pause 
to consider “mental deficiency” although 
it is a growing problem for all physicians. 
It is necessary, however, to consider “dis- 
orders of psychogenic origin without 
clearly defined physical cause or struc- 
tural change in the brain” first by point- 
ing out that under this heading are listed 
the psychotic disorders, including the va- 
rious types of schizophrenic reaction, and 
manic-depressive reactions. Energetic re- 
search programs are in progress to de- 
fine more clearly the nature of these dis- 
orders. It seems likely that upon more 
precise biochemical and _ physiological 
specification, our “Nomenclature of Dis- 
eases” must eventually be revised to show 
some of these disorders of “psychogenic 
origin” as acute or chronic disorders as- 
sociated with impairment of brain tissue 
function, probably endogenous intoxica- 
tions or metabolic “errors.” 
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Second, under the psychogenic heading 
is listed “psychophysiologic autonomic 
and visceral disorders.” These are the 
“psychosomatic” disorders, or “organ neu- 
roses,” characterized by frequent prodiic- 
tion of structural changes which may 
threaten life, such as ulcerative colitis 
and some cardiac conditions. 


This is not, however, the place to out- 
line differential diagnosis of acute and 
chronic brain syndromes, or to detail the 
manifold psychophysiologic consequences 
of prolonged emotional states. With re- 
spect to the former subject, an excellent 
consideration has been published by Eh- 
rentheil,® and the more extensive work by 
Kaplan® is a classic. With respect to the 
latter, only research in the framework of 
contingency theory can resolve the prob- 
lem why a human manifests colitis in- 
stead of asthma, or manifests neither. 


It is apparent that intelligent treatment 
must be based not upon a nomenclature 
of diseases but upon a specific and com- 
plete recognition of the genetic, experi- 
ential and circumstantial contributions for 
the individual patient, This comprises 
the diagnostic process. Only upon its 
completion can the therapeutic and pre- 
ventive armamentarium of the physician 
be brought to bear, including human con- 
tact operations, such as psychotherapy, 
medication, and environmental manipula- 
tion. 


The process of diagnosis is composed 
of observation, inference, description, and 
integration. Information describing the 
influence of the genes, experience and 
circumstance flows to the physician from 
his observations in the history, from his 
physical and especially neurological and 
psychiatric examinations, from laboratory 
tests, and from special tests, such as psy- 
chological examinations, skull roentgeno- 
grams and pneumoencephalograms, In this 


process, perhaps no group of disorder calls 


for such a lively application of clinical 
judgment as the psychiatric disorders hav- 
ing organic aspects. 
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sponsibility of the physician to discrimi- 
nate whether emotional manifests in the 
presence of somatic disease are symptom- 
atic or irrelevant to the disorder, unbiased 
by his personal] preferences in etiology. 
In conclusion, I would comment that our 
culture is experimenting with a movement 
from human resources to human and ma- 
chine resources, or exclusive machine re- 
sources, for a variety of services, includ- 
iny medical. If the machine’s tasks deal- 
ing with organic aspects of psychiatry 
were to arrive at one of the diagnoses 
listed in the nomenclature, this movement 
might be quite rapid. However, derivation 
of a “complete diagnostic evaluation,” 
from the selective eliciting of genetic, ex- 
periential, and circumstantial information 
requires such complicated recording, sort- 
ing, and verifying that the physician as 


the human resource appears secure in his 
function for the foreseeable future. 
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I observe the physician with the same diligence as he the disease. 


John Donne (1573-1631) 
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Some Rules for Medical Interviewing 


WILLIAM A, STEIGER, M.D.* and FRANCIS H. HOFFMAN, M.D.** 


The art of interviewing is a complex of 
many skills. It includes the perception of 
key words as well as non-verbal cues, the 
awareness of the feelings engendered in 
the doctor by the patient, an estimate of 
the patient’s level of intelligence and so- 
phistication, a feeling for his colloquial- 
isms, etc. Following are some of the sim- 
pler rules of good history-taking that have 
proved valuable in our experience. 

1. The use of the word “Why.” The 
key question in gaining an understanding 
of patients is why?’ Why did the pa- 
tient come, why did he come now, why did 
he say that, why does he think this, why 
does he feel this way. If a young married 
couple state that they are both diabetic 
and ask if they should have children, the 
alert physician inquiries first “Why do 
you ask?” before he finds himself advis- 
ing negatively only to learn that the wife 
is now three months pregnant. 


2. The physician should not assume that 
he understands what the patient means. 
Frequently when a social or emotional 
cause of the illness is being scught, the 
question, “How are things at home?” is 
asked. When the patient replies, ‘Oh, ev- 
erybody has some trouble, Doc,” the phy- 
sician may incorrectly assume that he un- 
derstands the meaning or lack of meaning 
of this and pass by the significant area of 
conflict. The doctor should not be satisfied 
with this type of answer but should en- 
courage the patient to reveal his specific 
problems, This allows the physician, ra- 
ther than the patient, to judge their sig- 
nificance for the illness. 





*Clinical Professor of Medicine; Director, Com- 
prehensive Medicine. 

** Associate Professor of Psychiatry; Co-Direc- 
tor, Comprehensive Medicine, Temple University 
Medical Center, Philadelphia. 

Presented at the Seventh Annual Meeting of 
the Academy of Psychosomatic Medicine, Phila- 
delphia, Pa., Oct. 13, 1960. 


3. What does the patient think is the 
cause of his disorder? It is surprising how 
often this question will reveal the answer 
to a puzzling case. When first asked, the 
patient will often deny that he has aiiy 
idea about the cause of his symptoms, or 
he may sarcastically reply, ‘“That’s why 
I came to you, Doctor.” To the first 1e- 
sponse, a persistent, ‘(Have you no idea?” 
or “Most people have some thoughts on 
the matter,” is indicated. In the latter 
case, tolerant good humor plus a wary 
appreciation that patients who act this 
way do not want to hear anything bad 
about themselves, will often pay off. A 
38-year old engineer complained of inter- 
mittent left chest pain of three months’ 
duration, After questions about the na- 
ture, location, and severity of the pain, 
the patient was asked, ‘“‘What do you think 
is the cause of the pain?” A long pause 
followed, then the patient said, ‘Well, it 
all began right after the death of my fa- 
ther from a heart attack. My father and 
I were very close and everyone says that 
we are very much alike.” Thus an im- 
portant aspect of the patient’s concern 
became evident and appropriate explora- 
tion and later reassurance could be given. 

4. What does the disease mean to the 
patient? Asking this question allows the 
patient to reveal his fantasies about his 
disorder. The physician may learn that 
the patient feels that the degenerative 
joint disease will be crippling like Aunt 
Mary’s arthritis, or that the cessation of 
menses means that the ‘“‘poisons” have no 
way of getting out, and soon. A 46-year- 
old white woman was told after exami- 
nation that she was physically well and 
that her problenmis were emotional. She 
became extremely anxious and ran fiom 
the clinic. Her chart showed that her 
husband was a paranoid schizophrenic 
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pital for two years where he received sev- 
eral courses of electroshock therapy. What 
“emotional” meant to this patient and 
why her anxiety was aroused was then 
readily apparent. 

5. The doctor does not have to answer 
a patient’s questions. In polite conversa- 
tion, one generally feels obliged to answer 
another persons’ question. In medical in- 
tei viewing, however, this is not necessary 
and most often should be avoided. The 
usual and most successful technique is to 
turn the question back to the patient, say- 
ing, “What do you think about this?” For 
example, occasionally the patient being 
questioned about emotional problems will 
suddenly ask, “Do you think I am crazy, 
Doctor?” This may fluster the interviewer 
and he may make a hasty denial when in 
reality he feels the patient is emotionally 
ill. It is usually wiser to answer with a 
question, such as, “Have you been con- 
cerned about this?” or “Are there any 
reasons why I should think so?” Very 
often the physician will fear the patient’s 
anger because he has not been “polite.” 
He must be secure against this attack and 
gently point out the difference in function 
of the medical interview and ordinary con- 
versation, 

6. The interviewer should be aware of 
his own inhibitions about certain areas of 
questioning. Understandably, physicians 
often have some inhibitions about ques- 
tioning in emotionally charged areas, par- 
ticularly sexual ones. It takes courage to 
ask questions which patients may dislike 
or resent; questions that may uncover ma- 
terial that the patient would rather hide. 
However, such questioning is often a nec- 
essary part of the physician’s job and if 
he does it with equanimity, he will not 
Stir up excessive anxiety in the patient. 
At times, preliminary questions such as 
“Do you mind if I ask some personal ques- 
tions”, and an assurance that all material 
is confidential will allow for an easy trans- 
position into sensitive areas. The rule, 


| “Do not try to explore or handle a pa- 
tient’s problem area which makes you un- 
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comfortable,” is a wise one, particularly 
if you cannot get support and help from a 
colleague, not necessarily more experi- 
enced, but one who can tolerate the ten- 
sion that investigation of this particular 
area creates, 


7. Be aware of the connotations of the 
patient’s words. A patient’s chief com- 
plaint was that she could not eat meat. 
It was determined that this was not due 
to any swallowing difficulty—she just had 
an antipathy to meat. The skilled inter- 
viewer might entertain an immediate sus- 
picion that this patient’s problem might 
be emotional and closely connected with 
the sexual area, since ‘“‘meat”’ is in vulgar 
expression a phallic symbol. In this par- 
ticular case, the patient spontaneously 
proceeded to tell of her son’s death, his 
sexual problems, and finally her own prob- 
lems (frigidity and dyspareunia) in this 
area. Thus, as was suspected, the patient 
did indeed easily associate meat and sex. 


There are, of course, innumerable such 
associations in the minds of people. Some 
are as complex as that above, others are 
more evident. An awareness of the pos- 
sible remote meaning of words, however, 
can be a considerable time-saver in in- 
terviewing. 

8. Negatives equal positives, and the 
reverse is also true. Sometimes inter- 
viewers will accept negative statements or 
denials at face value. This can result in 
missing the significant material of the in- 
terview. A depressed patient admitted 
feeling very melancholy and then stated, 
“But I’d never commit suicide.” This de- 
nial obviously indicates that the patient 
has been thinking of suicide, and deserves 
careful evaluation as to the risk involved. 

A male patient revealed that his symp- 
toms occurred when his wife argued with 
him. At these times he would leave the 
house and go for a walk. When asked 
why he did this, his fists clenched and 
he stated, “Well, I wouldn’t hit her or any- 
thing,” thus revealing the actual extent 
of his anger. 
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The patient who can only say, “I love my 
children,” but means, “They are brats and 
I sometimes wish I were free of them,” 
needs help in exploring and discovering 
the limited and thus less fearful nature of 
these negative reactions to the children. 


9. Actions speak louder than words! 
Behavior is often more significant and 
meaningful than the words professed by 
the patient. A recent patient said that 
her husband and she were “very close.” 
However, it was found that he works 
nights and she works days and they see 
each other once or twice each week. This 
did not appear “very close” to the doctor. 
Further inquiry revealed that the patient 
and her husband, both in their early for- 
ties, have not had sexual relations for 
three years. 


A patient who had fully recovered from 
a myocardial infarction was advised that 
he was well enough to use the stairs freely 
and to drive his car. On a recent visit, 
however, it was learned that he did nei- 
ther, using the stairs only twice a day and 
having someone chauffeur him. When 
asked why, he replied, “Well, it’s not be- 
cause I’m afraid to die.” His actions and 
his concern about dying clearly reveal his 
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anxiety about the consequences of his in- 
farction and deserve open discussion. 


SUMMARY 


This article deals with some aids in his- 
tory-taking that we believe can be of prac- 
tical value to the practicing physician. 
Briefly, they consist of the following rules 
for interviewing: 1) the frequent use of 
the word “why.” 2) The physician should 
not assume that he understands what the 
patient means. 3) He should inquire what 
the patient thinks is the cause of his dis- 
order, and 4) what the disease means to 
the patient. 5) The interviewer is not 
obliged to answer a patient’s questions. 
6) The interviewer should be aware of his 
inhibitions about certain areas of ques- 
tioning. 7) He should be alert to the con- 
notations of the patient’s words. 8) Neg- 
atives equal positives. 9) “Actions speak 
louder than words.” These rules were de- 
veloped out of an effort to teach better 
techniques of interviewing to our students 
and have proved of value to them and 
to us. 


Temple Univ. Hospital, Broad and Ontario Sts., 
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The Editorial Board of Psychosomatics will hold a meeting in Baltimore during the 
The date is Thursday evening, Oct. 12, which will not conflict with 
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tributing Editors and members of the Journal Committee are invited to attend. 
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Notes and Comments 
COMING MEETINGS OF INTEREST 


Eighth Annual Academy Meeting 


The Eighth Annual Meeting of the Academy 
of Psychosomatic Medicine will take place at the 
Emerson hotel in Baltimore on October 12-14, 
196:. The opening sessions will deal with teach- 
ing. research, and diagnosis as well as_ basic 
sciences. Interview techniques will be demon- 
strated at the University of Maryland Medical 
School. 

The Friday sessions deal with cardiovascular 
disease, headache, ocular disease, cerebral dis- 
ease, plastic surgery and pregnancy. On Satur- 
day, the problems of adolescence, epilepsy, and 
obesity will receive emphasis. 

Speakers include the Honorable J. Harold 
Grady, Mayor of Baltimore and Dr. Isadore 
Tuerk, Commissioner of Mental Hygiene, State 
of Maryland. Others from Maryland include Dr. 
Eugene L. Baumgartner, Robert Berkow, Eugene 
Brody, Edward F. Cotter, Albert A. Kurland, 
John C. Krantz, Jr., Ephraim T. Lisansky, Al- 
lan R. McClary, Jack Raher, Julian W. Reed, 
Bernard R. Shochet, Vernon M. Smith, Harry 
A. Teitelbaum and Frank B. Walsh. 

Out of town speakers include Drs. Bertram B. 
Moss, Illinois; Edwin McH. Dunlop, Massachu- 
setts; Louis F. Bishop, John S. La Due, Milton 
Rosenbaum, Henry I. Russek, Burton L. Zohn- 
man, New York; Blaine E. McLaughlin, Penn- 
sylvania; Phineas Jack Sparer and I. Frank Tul- 
lis, Tennessee; Robert N. Rutherford, Washing- 
ton. 

The program chairman is Dr. George F. 
Sutherland. Inquiries should be addressed to 
him at 3700 North Charles Street, Baltimore 18, 
Maryland. 

* * * 


Eastern Psychiatric Research Association 


A Symposium on “Expanding Goals of Genet- 
ics in Psychiatry (1936-1961)’’ will take place at 
the New York Psychiatric Institute, 722 W. 168th 
Street, on October 27 and 28, 1961. It is spon- 
sored by the Eastern Psychiatric Research Asso- 
ciation, and held under the auspices of the New 
York State Department of Mental Hygiene and 
the Department of Psychiatry, College of Physi- 
cians and Surgeons, Columbia University, New 
York. Incidentally, it will mark the 25th anni- 


versary of the Department of Medical Genetics 
at the Psychiatric Institute under the direction 
of Dr. Franz Kallman. Cosponsors include the 
Academy of Psychosomatic Medicine, the Ameri- 
can Psychopathological Association, the Ameri- 
can Society of Human Genetics and the Scottish 
Rite Committee on Research in Schizophrenia. 

The program is interdisciplinary, covering ba- 
sic concepts as well as clinical considerations. 
Speakers from various countries will describe 
trends throughout the world. Inquiries should be 
directed to Dr. David Impastato, Secretary, East- 
ern Psychiatric Research Association, 40 Fifth 
Avenue, New York City. 


* * * 


Association for the Advancement of 
Psychotherapy 


The Association for the Advancement of Psy- 
chotherapy will hold the Second Emil A. Gutheil 
Memorial Conference on October 29, 1961 at the 
Barbizon Plaza Hotel in New York City. The 
theme is “Recent Contributions to the Theory 
and Treatment of Depression.” Dr. John White- 
horn, Emeritus Professor of Psychiatry, Johns 
Hopkins University, will receive the Second 
Gutheil Memorial Medal and deliver the Memo- 
rial Lecture. Inquiries should be addressed to 
Stanley Lesse, M.D., Secretary, Association for 
the Advancement of Psychotherapy, 15 West 81st 
Street, New York 24, N. Y. 


* * * 


Sixth Hahnemann Symposium 

The Sixth Hahnemann Symposium titled “‘Psy- 
chosomatic Medicine” will be held at the Shera- 
ton Hotel, Philadelphia, Pa., from Sunday, De- 
cember 10 to Thursday, December 14, 1961. The 
symposium will present an extensive considera- 
tion of the functional aspects of medicine for the 
general practitioner, internist, and psychiatrist, 
with special emphasis on the ambulatory pa- 
tient. Psychoanalysis, psychotherapy and drugs 
will be compared in the management of these 
patients. 

For program and further information write 
to Dr. John H. Nodine, Symposium Director, 
Hahnemann Medical College and Hospital, 230 
North Broad Street, Philadelphia 2, Pa. 
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Abstracted from the Medical Press 


EXPERIMENTAL STUDIES ON THE PSYCHO- 
SOMATIC DISORDERS OF THE DIGESTIVE 
SYSTEM. Ikemi, Y., et al. Proceed. World Con- 
gress Gastroenterol., Wash., D.C., 1959. Balti- 
more: Williams & Wilkins, 169-180. 


In this study of the influence of emotions upon 
gastrointestinal function, interview technique and 
hypnosis were used to compile scientific evidence. 

Four major groups of reactions were induced 
by hypnotic suggestions and the physiological 
results were appraised. The influence of emo- 
tions upon gastric secretion, gastric motility, co- 
lonic mobility and anti-bacterial activity of hu- 
man blood illustrated graphically the psycho- 
physiologic dynamics we may encounter in treat- 
ing certain segments of the population. 

It was noted that free acid, total acidity, and 
quantity of gastric juice were increased by the 
suggestion of taking a delicious meal. The sug- 
gestions of sadness, fear, resentment, and gas- 
tric disturbance inhibited gastric secretion and 
mobility in the majority of subjects. The hyp- 
notic suggestions of a dangerous situation and of 
resentment caused two opposite reactions. One 
was withdrawal reaction or depression which in- 
hibited gastric movement and other was an anx- 
iety reaction or aggression reaction which ac- 
celerated gastric movement. A similar pattern 
of response was elicited from the group of thirty- 
three subjects who were selected for the experi- 
mental observation of colonic motility under hyp- 
nosis. 

It was also demonstrated that the excretion of 
17-ketosteroids into the urine increased tempo- 
rarily after the hypnotic suggestion of fear. 
There was also a marked increase in total leuko- 
cyte count, an increased phagocytic activity of 
the leukocytes, and a temporary decrease in 
eosinophiles. These changes were also more 
marked in patients with psychoneurosis; the as- 
sumption is made that this is part of an ‘alarm 
reaction” due to emotional stress. 

Leo Wollman, M.D. 


EARLY MATERNAL DEPRIVATION AND LATER 
PSYCHIATRIC ILLNESS. Earle, A. N., and 
Earle, B. V., Amer. J. Orthopsych., Vol. 31, pp. 
181-186, Jan. 1961. 


The study described was undertaken to evalu- 
ate the influence of early maternal deprivation on 
later development of personality disorder or psy- 
chiatric illness. One hundred cases in whom se- 


vere maternal deprivation was present in the 
first six years of life were compared with a con- 
trol group of a similar number which had no 


history of maternal deprivation. The selection 
of control cases was weli matched for age and 
sex. Both groups were selected from 1423 cases 
evaluated and treated by the authors. 

The correlation between early maternal depri- 
vation and sociopathic personality, broken mar- 
riages, poor work record, and delinquency cui mi- 
nating in industrial school, reformatory cominit- 
ment and/or imprisonment was observed. There 
was a suggestion that there is a relation betwen 
early deprivation and later hysterical dissovia- 
tion. No difference was observed in those whose 
maternal deprivation occurred by death, by di- 
vorce, illegitimacy or admission to a mental hos- 
pital. The only exception was among those 
whose mothers died during the patient’s early 
childhood. Incidence of depression in this group 
was greater. No difference was seen in such con- 
ditions as anxiety state, obsessive and compulsive 
neurosis, schizophrenia or psychosomatic illness. 
The correlation between the maternal deprivation 
and sociopathic personality can not be considered 
without reservation because most of the cases 
studied showed a history of an unsatisfactory 
mother substitute, a rejecting stepmother, foster 
home or orphanage placement. In addition, it 
was also seen that out of 1423 cases studied and 
treated, there were 66 sociopathic personalities 
and of these only 27 showed early maternal depri- 
vation. The remaining sociopaths showed loss 
of mother after the age of six. There were also 
cases of rejection or overindulgence without loss 
of mother. A small number of sociopaths came 
from normal homes. 

Adam J. Krakowski, M.D. 


FUNCTIONAL SPASM OF ACCOMMODATION. 
L. H. Savin, Brit. J. Ophth., Vol. 43, pp. 3-8, Jan. 
1959. 


Twelve private patients with spasm of accom- 
modation are discussed. The factor of mental 
stress was sufficiently pronounced in ten of the 
twelve cases to be an inescapable feature. One 
school girl, daughter of an ambitious father, had 
attacks with each examination in school; her fa- 
ther was incapable of understanding his daugh- 
ter’s fear of these recurrent tests. Another git! 
had spasm of accommodation before an examina- 
tion. A thirty-three year old engineer developed 
spasm when he became terrified that he might 
develop diabetes like his parents. A fourth pa- 
tient, a girl aged eight, developed spasm of ac- 
commodation when she was upset by a tonsillec: 
tomy. A twenty-five year old wife of a soldier 
had attacks when she was worried about the 
safety of her husband and her child, when she 
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did not like living in Canada, and when she v:s- 
ited Dublin where her previous worries about her 
families safety had occurred. Case six occurred 
in a girl aged nineteen when her duties took her 
onto a “cancer ward.” A thirty-year-old wife 
had an attack when she was worried about the 
safety of her husband in the Air Force. A very 
ambitious farmer had an attack because he and 
his wife had no children and later when his wife 
became pregnant the spasm disappeared. A 
school boy, aged twelve, had attacks correlated 
with the ambitions of his father for him to be a 
scholar and great athlete. A student teacher of 
twenty-three went blind shortly before an exami- 
nation. An emmetropic girl, aged sixteen, had 
her attack after a motor accident which upset 
her considerably. Savin sums up the series in 
saying that the typical emotional situation 
seemed to be either sheer fright or one in which 
an ambitious but rather inadequate personality 
was attempting a task a little too hard and in 
which failure would entail ‘loss of face.” 


For treatment he felt that almost any meas- 
ures were successful which would tide over the 
precipitating crisis without loss of self-esteem. 
Cycloplegia would work if it were continued past 
the period of crisis. He found that orthoptics 
was valuable if the orthoptist was breezy and re- 
assuring and he felt that reassurance should be 
given by the doctor. 

T. F. Schlaegel, Jr., M.D. 


GROUP WORK WITH GANGS: ITS POSSIBILI- 
TIES AND LIMITATIONS. Jacob Chwast, Ph.D., 
J. of Assn. for Psychiatric Treatment of Of- 
fenders, Vol. 4, No. 3, December 1960. 


Constructive changes within a patient or pa- 
tient system can be achieved under favorable 
conditions, but it is essential to realize that some 
pathogenetic processes are irreversible. It is 
recognized that therapeutic group influences can- 
not cope with severe pathogenetic processes 
stemming from a _ disintegrating community. 
Here the basic social and political fabric must be 
tackled. An illustrative case involving a gang 
of twenty-two year old boys known for their in- 
creasing offenses is presented. They went from 
petty larceny and car stealing to carbona jags, 
violent homosexual offenses, and heroin addic- 
tion. 


The whole force of the gang upon each indi- 
vidual was overpowering and the pull away from 
hormal behavior was greater than any pull to- 
ward it. An attempt was made as a last resort 
to test the groups ability to normalize, by using 
a presumably prestige building dance. If this 
failed, an effort would be made to disband the 
group. 





The experiment could not be attempted, since 
within four days seven members of the group 
were behind bars. All that was left to the worker 
was to find, if possible, escape routes for the re- 
maining members. Much depends on opportuni- 
ties available. 


Work with gangs can be of value only if its 
premises are constantly retested. Sometimes it 
may become necessary to dissolve mutual bonds 
of loyalty. 

James M. Reinhard, 


University of Nebraska. 


REVERSIBLE AND IRREVERSIBLE DYSKI- 
NESIA AFTER TREATMENT WITH PER- 
PHENAZINE, CHLORPROMAZINE, RESER- 
PINE AND ELECTROCONVULSIVE THERAPY. 
Uhrbrand, L., and Fauerbye, A., Psychophar- 
macologia, Vol. I, pp. 408, September 13, 1960. 


Out of five hundred hospitalized female pa- 
tients, thirty-three cases of dyskinesia are re- 
ported. Drug therapy was discontinued in sev- 
enteen of these cases; symptoms persisted in 
eleven cases from four to twenty-two months. 
Following treatment with perphenazine, seven 
cases persisted out of 155 cases. Chlorproma- 
zine treated patients were responsible for three 
cases. One case occurred after treatment with 
several of the tranquilizers; two cases of per- 
sistent dyskinesia were due to electroconvulsive 
therapy. The syndrome generally occurred after 
prolonged treatment of many months’ duration, 
in elderly patients, and in those with organic 
brain diseases. While the incidence is low, or- 
ganic treatments of mental illness may produce 
a dyskinesic syndrome in patients who already 
have organic brain syndromes. 

Theodore Rothman, M.D. 


PHYSICIANS IN AN OUT-PATIENT CLINIC. 
Mary E. W. Goss, American Sociological Review, 
Feb. 1961. 


This study of the values and behavior exhib- 
ited by a stratified group of physicians in a med- 
ical center indicates that any type of supervisory 
relationship makes for a severe strain between 
them, with a concomitant effect upon the patient. 


The paper presents no data concerning lay su- 
pervision. The findings imply that considerable 
adjustment must be required if physicians are 
supervised by non-physicians. The non-physician 
will be frustrated in attempting to exercise con- 
trol even in an administrative matter. That strain 
would be inevitable is self-evident, as anyone 
who has been in the military service well knows. 


B. I. Kahn, M.D. 
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PROFILES IN HEADACHE. John R. Graham, 
M.D., Med. Science, Vol. 8, No. 10, pp. 647-675, 
Nov. 25, 1960. 


EMOTION AND HEADACHE. Mark D. Altschule, 
M.D., Med. Science, Vol. 8, No. 10, pp. 677-679, 
Nov. 25, 1960. 


In this journal, the two original articles are 
certainly worthy of the attention of all those in- 
terested in psychosomatic problems. As stated 
in the second article: ‘The occurrence of head- 
aches with or after emotional upset is a well- 
known phenomenon. In some instances the re- 
actions to the emotion-evoking situation include 
physiologic changes that favor the occurrence of 
headache. In other instances, the emotional 
change is part of the headache syndrome itseif, 
although the emotional phenomena precede the 
onset of the pain by hours.’’ In the first article, 
Dr. Graham, of the Harvard Medical School, re- 
views all the various physical and emotional fac- 
tors that underline headaches. He states that 
“As in other fields of medicine, headaches, which 
in the past were classified only empirically, are 
now gradually, under the influence of interesting 
new research, yielding the secrets of their mech- 
anism to those who seek for them in the fields 
of genetics, enzyme chemistry, hormonology, vas- 
cular anatomy and physiology.” Dr. Altschule 
finally emphasizes: “It is evident that emotion 
and headaches are linked and that relations be- 
tween the two must vary from person to person 
and perhaps in the same person at different 
times. The management of syndromes in which 
headaches frequently occur demands close at- 
tention to the patient’s emotional life.” 

James L. McCartney, M.D. 


THE “PHARMACOGENIC ORGASM” IN THE 
DRUG ADDICT. Richard D. Chessick, M.D., 
Arch. of Gen. Psychiat., Vol. III, No. 5, Nov. 
1960. 


An understanding of the psychodynamics in- 
volved in drug addiction is essential for any ther- 
apeutic program. The author presents his find- 
ings in a study of 50 heroin addicts. Commonly 
reported by them is the ‘“‘pharmacogenic orgasm” 
following the ingestion of opiates, which seems 
to contain the psychological elements of euphoria 
and the fantasied reunion with Mother. Those 
addicts seen in psychotherapy further elaborated 
these dynamics. A threatened or potential loss 
of love resulted in panic. Oral regression fol- 
lows with physical craving for the narcotic 
“fix.” The patient wants to be close to a mother- 


like figure who would be able to satisfy his every 
need without even the necessity of asking for it. 
The intravenous injection of heroin produces the 
pharmacogenic orgasm: a physiologic reduction 
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in sexual and aggressive drives, a discharge of 
tensions in the alimentary region and a stirring 
of the fantasied reunion with Mother. Through 
magic, love is provided to deny the threatened 
loss. The cycle is repeated when the loss of love 
is again threatened. Therapy necessarily deals 
with this infantile mechanism and the dissolution 
of defenses against it, such as denial, projection 
and acting out. 
George J. Train, M.D. 


PERSONALITY AND PERIDONTAL DISEASE. 
Ernest G. Baker, G. Hamilton Crook, and lls- 
beth D. Schwabacher, School of Dentistry, Uni- 
versity of California. I.A.D.R., Vol. 40, No. 3, p. 
402, May-June 1961. 


Sixsy-two psychiatric patients and 40 non-psy- 
chiatric patient were given an oral examination 
to evaluate the amount of peridontal disease 
present. They were also given a diagnostic per- 
sonality inventory (MMPI) and were rated on 
thirty-five objective, personal history, and per- 
sonality variables. The data were explored to 
investigate the relationships between peridontal 
disease and personality factors. 

The results indicated a positive relationship 
between peridontal pathology and age, marital 
adjustment, broken home, somatization, the 
MMPI hysteria scale, and a number of other 
variables. 

It was concluded that certain personality fac- 
tors, or types of adjustment, tend to be asso- 
ciated with peridontal disease and that further 
exploration of these relationships was desirable. 

Melvin Land, D.D.S. 


SOME ANXIETY INDICATIONS IN THE ADO. 
LESCENT BOY. W. W. Meissner, J. of Gen. 
Psychol., Vol. 64, First Half, April 1961, pp. 
251-258. 


This paper inquires into anxiety feelings in 
boys from 14 through 16 years of age. Ado- 
lescence is a period of progressive adaption to 
the demands of society. The differential between 
these demands and the adolescent’s capacity to 
meet them creates tensions and frustrations. 
Findings are based on responses to a 217-item 
questionnaire administered to 1278 high school 
boys representing the median range in academic 
achievement. The subjects were predominantly 
from a middle class family background. It ap- 
pears that as the boy matures through ad: les- 
cence he experiences increased feelings of sad- 
ness and depression. This is in partial contra- 
diction with the Gesell report of less sadness in 
the 16 year old. Moreover, while about one 
third of the freshmen admit to feelings of lone- 


- liness, half the juniors and seniors are subject 


to such feelings occasionally or frequently. A}vout 
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half the boys indicate adjustment in terms of not 
discouraging easily and not being bothered by 
shyness, loneliness, or feelings of abnormality, 
while an approximately equal number are moody, 
depressed, worried over studies, and many feel 
they are not understood by parents, teachers, and 
friends. 
Elizabeth Thoma, Ph.D. 


HYPNOSIS IN MEDICAL PRACTICE. H. Rosen 
and L. H. Bartemeier, M.D., J.A.M.A., Vol. 175, 
No. 11, Mar. 18, 1961. 


interest in hypnosis increasing greatly since 
World War II, has resulted in an enlarged de- 
mind for training by medical practitioners. Since 
1950, a number of two to three day courses 
have been organized to fill this demand. Since 
hypnosis is a psychiatric technique, a knowledge 
of psychodynamics is essential. This can be 
learned only when the teaching is closely super- 
vised, patient-centered, and is given over a fairly 
long period of time. Pilot courses for the teach- 
ing of hypnosis are being organized by several 
medical schools and one such course is currently 
being given at the University of Pennsylvania. 
More such courses, as well as funds for research 
projects are needed. The authors stress the point 
that one can learn hypnotic induction in thirty 
minutes, but that unless the operator is thor- 
oughly familiar with the psychodynamics of in- 
terpersonal relationships the potential for doing 
more harm than good is high. 


F. W. Goodrich, Jr., M.D. 


INDIVIDUALITY IN RESPONSES OF CHILDREN 
TO SIMILAR ENVIRONMENTAL SITUATIONS. 
Thomas, A., Birch, H., Chess, S., and Robbins, 
L., Amer. J. Psychiat., Vol. 117, 798-303, 1961. 


The authors, in dispute with the view that 
“the process of socialization in childhood neces- 
sarily involves a series of traumata and frustra- 
tions,” have studied and followed data on 110 nor- 
mal children from the first month of life. This 
has been accomplished by taking histories at 
three month intervals during the first year of life 
and every six months thereafter; by direct obser- 
vation in infancy; direct observation and psycho- 
logical testing at three years; observation of the 
child in nursery school; and by interview with 
parents to elicit their attitudes and practices 
with reference to child care. 

The effect of the process of weaning and toi- 
let training depends on the approach of the 
mother, who has a chance to forestall the dis- 
turbance stemming from these processes from 
adversely affecting the infant. Some children do 
not appear to cling to the persistence of instinc- 
tual drives and gratification, but wean them- 
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selves. The mother has less chance in the con- 
trol of the effect of the birth of the younger 
child; some children seem to be affected by the 
loss of the mother’s attention and a similar un- 
toward effect on the child is produced by the 
mother’s necessary return to work. The proc- 
ess of socialization does not have to result in a 
traumatic, or even frustrating effect, and the 
ability of the child to imitate and identify him- 
self with the parent seems to help the child to 
renounce his previous, more primitive patterns. 
Each child reacts to this in an individual manner. 
The mother’s attitudes which influence the child 
in a negative way and consequently produce im- 
proper patterns of behavior, frequently stem 
from the effect of radical opinions on the dangers 
and bad consequences of spontaneous weaning 
and socialization process. Both mothers and chil- 
dren will gain from the reassurance to the par- 
ents that the process of socialization need not 
produce frustrating effects upon the child. 


Adam J. Krakowski, M.D. 


CONVULSIONS ASSOCIATED WITH ANTI-DE- 
PRESSANT DRUGS. Sharp, W. L., Amer. J. 
Psychiat., Vol. 117, p. 455, November 1960. 


The author reports three cases out of fifty- 
eight treated with anti-depressant drugs who de- 
veloped grand mal seizures,. The patients had 
been taking Tofranil, Nardil and Niamid for 
their anti-depressant action. The author errone- 
ously includes Tofranil as a monoamine oxidase 
inhibitor. His lack of laboratory studies, such 
as electroencephalograms and control groups, 
limits the value of his report. In studies done by 
Grayson, Ferguson and Rothman on a large sam- 
ple of patients suffering from the depressive syn- 
drome, it was found that the control group taking 
a placebo has as many cerebral dysrhythmias as 
those on Tofranil and Marplan. Further careful 
observations should be made on whether Tofranil, 
Nardil and Niamid cause epileptiform seizures. 

Theodore Rothman, M.D. 


PSYCHOMOTOR ASPECTS IN BLIND CHIL- 
DREN. Beobachtungen zur Psychomotorik blin- 
der Kinder — Muller K. Univ.-Kinderklin., 
Greifswald — Klin. HBL. Augenheilk. 134/2 
(213-227), 1959. Abstracted Excerpta Medica— 
March 1961, Vol. 15, No. 3, p. 100. 


Many blind children show a tendency to exe- 
cute a variety of rhythmic motions. The tics and 
stereotyped movements include’ eye-rubbing 
(Franceschetti’s digito-ocular phenomenon), 
head wagging (jactatio capitis), rolling move- 
ments of the body, grimacing, tripping of the 
feet, turning of the hands, masturbation, etc. 
Observations were made on 340 early blinded 
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children and adolescents in two institutions for 
the blind, and statistical analyses were made of 
the frequency and conditions for development 
of these movements. These movements were ob- 
vious in 34% of children; there was no difference 
between boys and girls in this respect. Tics are 
most frequently seen in younger children, show- 
ing a significant decrease in frequency with in- 
creasing age. The tics are often combined (as 
a rule eye-rubbing with rolling of the body and 
masturbation), and several habits are often si- 
multaneously performed... The motor correla- 
tions are independent of the etiology of blindness. 
Lively, alert and nervous children are most fre- 
quently affected, and it is these who also show 
a significant accumulation of involuntary move- 
ments. The incidence of feeblemindedness is not 
higher than the overall incidence (3-5%). These 
features cannot be regarded as the immediate 
sequelae of cerebral damage. They are rather 
governed by psychological conditions, being an 
expression of inadequate control of motoricity in 
the sense of hypermotility. 
T. F. Schlaegel, Jr., M.D. 


ORGANIZATIONAL PRESTIGE: SOME FUNC- 
TIONS AND DYSFUNCTIONS. Charles Per- 
row, Amer. J. of Sociology, Jan. 1961. 


This paper discusses the organization image 
the public holds of the corporation. The impor- 
tance of public image is evident from the study 
of goals and authority structure. 


The illustrations used are drawn from a 300 
bed voluntary general hospital. The reasons 
why physicians take patients to the particular 
hospital selected are largely concerned with the 
physician’s comfort, convenience, and deference 
paid him. The patients, the authors state, are 
incompetent to judge the care they receive from 
the hospital. They may, however, judge many 
superficial aspects of the professional care; es- 
pecially the hotel aspects of hospital care. Ex- 
pensive items which patients are able to evalu- 
ate, and the public relations department which 
promotes these expensive relationships are im- 
portant areas in hospital administration. Exten- 
sive visiting hours, circulating coffee carts for 
visitors, television sets for patients, snacks and 
special cookery, devices to suppress noise, metic- 
ulous housekeeping, wine with meals, and a 
beauty salon for maternity patients help to in- 
crease hospital occupancy and keep the name of 
the hospital before the public. The problems as- 
sociated with prestige stem from a dependence 
upon the groups. On the whole the paper is 


well worth reading, particularly for those phy- 
sicians who take patients to hospitals. 


B. I. Kahn, M.D. 


JULY-AUGUST 


PREVENTION OF PSYCHIATRIC HOSPITALIZA. 
TION WITH USE OF PSYCHOPHARMACOLOG. 
ICAL AGENTS. D. M. Engelhardt, M.D., et al., 
J.A.M.A., Vol. 173, No. 2, pp. 147-149, May 14, 
1960 


In this double blind study, the effect of atarac- 
tic treatment on the hospitalization rate of 173 
schizophrenic out-patients was evaluated. Pa- 
tients received pink capsules containing either 
placebo, promazine or chlorpromazine. These 
were supplied in single-strength and double- 
strength doses corresponding to 50 and 100 mg. 
respectively of the active drug. The method in- 
volved random assignment of drugs and placebo. 
The doctor did not know which agent the patient 
was receiving. He was free to vary the dose as 
dictated by his clinical judgment. 

The results indicated that 16.8% or 29 of the 
173 were hospitalized during the course of treat- 
ment. When this was analyzed, 28.6% proved 
to be placebo patients, 18.2% were on promazine 
and 4.8% had received chlorpromazine. It was 
noted that 50% of the placebo group received 
higher “dosage,” apparently reflecting the psy- 
chiatrist’s efforts to achieve results. 


VITAMIN A INTOXICATION AS A CAUSE OF 
PSEUDOTUMOR CEREBRI. G. Morrice, Jr., 
M.D., et al., J.A.M.A., Vol. 173, No. 16, pp. 1802- 
1805, Aug. 20, 1960. 


Increased intracranial pressure can be caused 
by intoxication with vitamin A. After some 
months of daily ingestion of 100,000 units or 
more the patient will also develop dryness, 
roughness and desquamamtion of the skin, fir- 
sures at the angles of the lips, loss of hair, mi- 
gratory bone pain, hypomenorrhea, and a pal- 
pable liver and spleen. Increased intracranial 
pressure may result in somnolence, diplopia, ir- 
ritability and anorexia. 

Papilledema may develop and may persist for 
4-6 months after the vitamin A is discontinued. 

Three patients are described by the author, all 
of whom had been taking vitamin A because of 
acne. 

Acetazolamide (Diamox) in dosage of 500 mg. 
b.i.d. in some instances will produce decompres- 
sion, thus avoiding surgical intervention. 


PSYCHOLOGICAL IMPLICATIONS OF HYSTER- 
ECTOMY S. H. Sturgis and H. S. Robey, Con- 
necticut Med., Vol. 2, pp. 786-792, 1959. 


The authors investigated the influence of emo- 
tional factors on recovery from hysterectomy. In 
the belief that an operation on the reproductive 
organs strikes deeply at a woman’s psychologi- 
cal integrity, 20 patients were seen before ad- 
mission with the purpose of giving them 4 
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chance to talk freely about their proposed hos- 
pital experience. Each was given a chance to 
voice her concerns and fears. The range of re- 
sponse varied from denial, to blocking, to ‘“‘sen- 
sible’ acceptance. The authors felt that the 
interview gave the women a sense of support and 
relief. They all seemed to profit from the oppor- 
tunity to verbalize their feelings about the an- 
ticipated operation. 


A PSYCHOSOMATIC STUDY OF EIGHT CHIL- 
DREN WITH SYDENHAM’S CHOREA. A. H. 
Chapman, et al. Pediatrics, Vol. 21, No. 4, pp. 
582-595, 1958. 


Characteristic personality features observed 
included marked passivity, schizoid withdrawal 
and severe anxiety. In five cases the onset was 
closely related to emotionally traumatic experi- 
ences: divorce of the parents, physical genital in- 
jury, destruction of the family by fire, suicide 
of the father, etc. The authors conclude that 
Sydenham’s chorea is not merely the result of 
rheumatic fever; they postulate a more complex 
disorder, in which emotional and interpersonal 
factors offer areas for study. 


EMOTIONAL FACTORS IN TOXEXIA OF PREG- 
NANCY. S. Soichet, Amer. J. Obstet. & Gynec., 
Vol. 77, No. 5, pp. 1065-1073, 1959. 


Patients were questioned in a specific manner 
to determine their attitude towards pregnancy. 
Those who showed considerable ambivalence to- 
ward their pregnancy showed the greatest inci- 
dence of toxexia. In schizophrenic patients, tox- 
exia is rare, because they already have an estab- 
lished defense mechanism. 


EFFECTS OF IMIPRAMINE (TOFRANIL) ON DE- 
PRESSIVE STATES. H. Azima and R. H. Vis- 
pro. A.M.A. Arch. Neurol., Vol. 81, No. 5, pp. 
658-664, 1959. 


The authors noted an over-all improvement 
rate of 33% in 98 patients with depression, 52 of 
which were classified as psychotic. Five patients 
who did not respond to ECT responded to imi- 
pramine. In 28 patients where the depression 
was associated with other syndromes, an im- 
provement in 68% was noted. Response some- 
times was not forthcoming until a month had 
elapsed. The authors feel that the drug should 
be used as long as the depressive illness is pres- 
ent. They usually prescribe the medication for 
three months, after which it is gradually discon- 
tinued during a 10 day period. If the drug is 
discontinued prematurely, relapse may occur in 


) 12 hours, but a remission of the depression can 
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be obtained in 24 hours by resumption of drug 
therapy. Side effects of Tofranil administration 
included: sleepiness, dryness of the mouth, per- 
spiration, slight tremor of the upper extremities, 
dizziness and blurred vision. Eight patients in 
the series became elated. Good results were seen 
in the fact that there was a loss of feelings of 
guilt, helplessness and a decrease in preoccupa- 
tion. Other effects included a decreased need 
for alcohol, a greater ability to express aggres- 
sion and the reappearance of the pre-depressive 
personality. 


OBESITY AND THE DENIAL OF HUNGER. A. 
Stunkard, Psychosom. Med., Vol. 21, No. 4, 
pp. 281-289, 1959. 


Obese individuals failed to report the sensation 
of hunger during the presence of kymographi- 
cally recorded stomach contractions. Those with 
the night-eating syndrome showed a higher inci- 
dence of denial. The author states that the de- 
nial of hunger may be related to conflict associ- 
ated with eating, serving as a defense mechanism 
since it excludes from awareness any stimuli that 
would bring about the conflict situation. 


PRURITUS: A NEGLECTED SYMPTOM IN THY- 
ROTOXICOSIS. M. Eliakim and M. Rachmile- 
witz, Israel M. J., Vol. 18, pp. 262-268, 1959. 


Cutaneous vasodilation and marked autonomic 
nervous system instability are considered to be 
the pathogenic factors causing the pruritus in 
thyrotoxicosis. In six patients with severe pru- 
ritus, it was noted that the itching was general- 
ized, migrating, unpredictable and was often 
worse at night. Treatment with ergotamine and 
tetraethylammonium chloride provided tempo- 
rary relief in two patients. When treated with 
propylthiouracil the itching disappeared in 7-10 
days. 


SOME ASPECTS OF SUBARACHNOID HEMOR- 
RHAGE. W. McKissock and T. Crawford, Brit. 
J. Radiology, Vol. 32, No. 374, pp. 79-84, 1959. 


In a series of over 2,000 patients with intra- 
cranial vascular disorders, 360 were included in 
the category of subarachnoid hemorrhage due to 
an unexplained cause. The need for bilateral 
carotid angiography in all cases, and of vertebral 
angiography where this is normal, is stressed. 
The signs of aneurysm in different locations are 
discussed, but emphasis is placed on the difficul- 
ties encountered in pure clinical evaluation. Pa- 
tients with ruptured aneurysms should be treated 
as surgical emergencies; the practice of waiting 
with the hope of improving operative statistics 
is condemned. 
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THERAPEUTIC PRINCIPLES IN MANAGEMENT 
OF PEPTIC ULCER. J. S. Atwater, M.D., and 
J. M. Carson, M.D., Am. J. of Dig. Dis., Vol. 4, 
No. 12, pp. 1055-1065, 1959. 


The author quotes from Bockus and Alvarez 
in the introductory paragraph: ‘Every gastro- 
enterologist who hopes to be worthy of his name 
and who would like to cease making one serious 
blunder after another should be learning all he 
can about the psychiatry of the sane. He may 
not have wanted to get into this field of medicine 
but he cannot stay out of it and be a safe in- 
ternist.” 

Emotional stress is recognized as a trigger in 
the return of symptoms and yet there is no con- 
clusive proof that emotional stresses and strains 
cause peptic ulcer. The work of Wolf indicates 
that life’s stresses alter basic gastric physiology. 
Selye has listed peptic ulcer as a disease of the 
“general adaptation syndrome.” Gray has sug- 
gested that stress causes the hypothalamic-pitui- 
tary system to secrete ACTH which activates the 
adrenals to release corticosteroids which in turn 
are capable of activating the gastric glands to 
secrete more pepsin and acid. 

This study is an attempt to use pharmacologic 
means to prevent recurrences and alter the trig- 
gering mechanism. Patients treated with a com- 
bination of anticholinergic agents and tranquil- 
izer did better than those treated with either one 
alone. The anticholinergic drugs used were 
methantheline bromide and _ tridihexethyliodide 
and the tranquilizer was meprobamate. Sixty- 
seven per cent had fewer and milder recurrences 
and 28% had no recurrences at the end of a 
three year study period. The complications of 
hemorrhage and perforation or the need for op- 
erative intervention was not necessary in any pa- 
tient. 

The authors believe that these agents are ad- 
junctive and that good medical management is 
fundamental, with emphasis on treating the pa- 
tient as a whole rather than the local ulcerating 
lesion alone. 


PERIPHERAL NEUROPATHY IN MYXEDEMA. 
L. E. Crevasse and R. B. Logue, Ann. Int. Med., 
Vol. 50, No. 6, pp. 1433-1437, 1959. 


Severe pains and/or paresthesias were noted 
in 47% of 65 patients who were diagnosed as 
spontaneous myxedema. In three of the pa- 
tients the peripheral neuropathy was the domi- 
nant complaint. In considering the differential 


diagnosis, pernicious anemia, primary degenera- 
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tive disease of the central nervous system, nerve 
root compression and hysteria should be consid- 
ered. Adequate replacement therapy with ‘hy. 
roid extract proved that the neuropathy was com- 
pletely reversible.. 


HARTNUP DISEASE IN PSYCHIATRIC PRAC. 
TICE. L. A. Hersov, J. Neurol. Neurosurg. & 
Psychiat., Vol. 23, pp. 40-45, Feb. 1960. 


Hartnup disease is a hereditary pellagra-like 
disorder associated with renal aminoacidura. In 
one patient, described by the author, an episode 
of depressional depersonalization and severe ex- 
acerbation of the skin rash followed exposure to 
sunlight. There was a prompt response to nico- 
tinic acid (200 mg. daily). 


SOME ENDOCRINE CONSIDERATIONS IN PSY. 
CHIATRY. J. C. Blatt, Internat. Rec. Med., Vol. 
173, pp. 149-158, March 1960. 


According to the author, endocrine changes 
found in psychiatric conditions should not be con- 
sidered as causes or effects, but as coincidental 
manifestations. Hormonal treatment should not 
be directed at correcting specific psychiatric con- 
ditions, but at correcting hormonal imbalance so 
that a better homeostasis will result. 

In schizophrenics it was found that 30% 
showed either an overactivity or underactivity 
of the thyroid gland. Young men with sexual 
immaturity in addition to psychiatric symptoms 
improved after treatment with chorionic gonado- 
trophin; women with premenstrual tension were 
also improved by hormonal therapy. In both of 
these instances hormonal therapy was used as an 
adjunct to psychotherapy and other forms of psy- 
chiatric treatment. 


SOME PERSONALITY CHARACTERISTICS OF 
ASTHMATIC CHILDREN. T. Alcock, Brit. J. 
Med. Psychol., Vol. 33, No. 2, pp. 133-141, 1960. 


The personality exhibited was one which 
showed marked internal conflict around object- 
relationships, with difficulties in externalizing 
affect. In those with an asthmatic inheritance, 
where there is a need to punish oneself and the 
parents, sado-masochistic needs can be met 
through asthmatic symptoms. Hippocrates had 
noted that the asthmatic child should beware of 
anger; the present study indicates that repressed 


anger and the resulting depression are major fac- y 


tors in the psychogenesis of the asthmatic per- 
sonality. 
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Book Reviews 


PSYCHOLOGY OF PERSONALITY. SIX MOD- 
ERN APPROACHES. By J. L. McCary, Editor. 
New York: Grove Press, Inc. $2.95. 383 pages. 
First Evergreen Edition 1959. 


Six modern approaches to the problem of un- 
derstanding personality are selected and very 
well presented, each as an integrated and de- 
tailed system by itself. 


Dr. Leopold Bellak presents psychoanalytic 
theory. Motivation, the why of human behavior 
is s'ressed. He stresses the first six years of life 
and the child’s relationships to his parents; deals 
exteiisively with the unconscious motivational 
urges and reduces all motives to libido and ag- 
gression. Dr. Bellak points out that though this 
approach has already proved its usefulness, ana- 
lytic theory still needs checking of some specific 
hypotheses, better integration of various con- 
cepts, and experimentai verification. 


Dr. Raymond B. Cattell reports on personality 
and motivation theory based on structural meas- 
urement. He is a leader in “Trait Psychology” 
and a firm believer that any concept of human 
behavior cannot be recognized, derived, or prop- 
erly utilized without an accurate method of 
measurement. He presents a set of measure- 
ments which lead to concepts and investigations 
which he feels will lead to a more complete de- 
scription and understanding of basic personality 
structures. Dr. Cattell’s contribution is one of 
methods and concepts in an effort to build laws. 
He states, “psychology has far fewer dependable 
laws and concepts than any other true science. 
Until a sufficient number of regularities and laws 
have become established to make exact reason- 
ing and inference possible, theories are worse 
than useless.” 

Dr. George S. Klein, a leader in the field of 
perception, gives a terse history of the perception- 
motivation approach to personality. He believes 
there has been too much emphasis of simple per- 
ceptual problems at the expense of the complex 
processes. (The cognitive processes which in- 
clude motivational as well as perceptual prob- 
lems.) The term schema may be used to de- 
scribe loosely what man’s conceptions of the 
world are. Man lives in a particular geographical 
and social environment and must learn to orient 
himself in it and adapt to it. The stimuli from 
this environment help the individual to gain per- 
ceptions which aid in his orientation; his mo- 
tives gained during this orientation process help 


_ him to acquire conceptions on a cognitive level 


which are important in his further orientation 
and adaptation. 
Dr. Margaret Mead stresses the cross-cultural 


approach to the study of personality which is 
based on the discipline of cultural anthropology, 
but uses the theoretical findings and methodolog- 
ical devices of several other disciplines. She 
points out that different forms of personality are 
due to (1) rapid social change; (2) urbaniza- 
tion; (3) drastic technological change. 

Dr. Nevitt Sanford develops the picture of the 
authoritarian personality, a finding which grew 
out of his studies in prejudice. 

Finally, Dr. David C. McClelland undertakes 
the difficult task of summarizing and integrat- 
ing the various approaches to the study of the 
personality. He uses three main headings: mo- 
tives (Bellak and Sanford); schemas (Mead); 
and traits (Cattell and Klein). Motivation de- 
fines the why of behavior; schema the what of 
behavior; and traits the how of behavior. Mc- 
Clelland insists that science should not be an ar- 
gument between people, but conceived of as an 
argument between people and nature. He feels 
each theorist has made a contribution toward 
a better understanding of human personality. 

The book is difficult reading but is well worth 
the effort. 

Joseph Joel Friedman, M.D. 


THE RORSCHACH EXPERIMENT. VENTURES 
IN BLIND DIAGNOSIS. Samuel J. Beck, Ph.D. 
New York: Grune & Stratton, 1960. 256 pages, 
$6.50. 


There is no doubt that this book has to be con- 
sidered as one of the standard works dealing with 
the Rorschach Test. It is valuable for the psy- 
chiatrist, clinical psychologist, and especially for 
students of clinical psychology. The book con- 
tains many original ideas and contributions by 
this competent and experienced author, who has 
indicated new horizons and directions for future 
research work. 

The foreword includes the interesting history 
of the Rorschach Test in the U.S. It is evident 
that the author is one of the pioneers in the in- 
troduction of the Rorschach Test in this country. 

In the chapter “The Experience Actual” the 
author gives an excellent interpretation of what 
Rorschach understood under the term “Erleb- 
nistypus.” Beck also introduces his own termi- 
nology beginning with “Experience Balance 
(EB)” and continuing with ‘Experience Actual 
(EA).” He explains very precisely and clearly 
what he means by his new terms, “EB” and 
“EA,” and indicates how to apply them systemat- 
ically in interpretation. This chapter is most 
fruitful. 

A large part of the book is devoted to care- 
fully selected case histories, indicating how the 
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author applies and interprets the Rorschach Test. 
In addition to this, Beck elaborates in the later 
portion of the book on “Defenses” and “Trans- 
ference” and their relationship to the Rorschach 
Test. The special value of this book lies in its 
clarity and practicality in addition to its pro- 
viding new and original directions for further re- 


search. 
Hans Hahn, Ph.D. 


LIVE LONGER AND BETTER. Robert C. Peale, 
M.D. New York: Prentice Hall. 


The brother of Norman Vincent Peale has writ- 
ten an inspirational book about weight control. 
He is to be commended that he resisted the temp- 
tation to call it the “Power of Positive Weight 
Reduction.’’ At one point he exhorts the dieter, 
“So when you are tempted to quit, draw upon 
God for sustenance. He can help you as He has 
helped millions of others through centuries of 
time.” All of us, I am sure, are on God's side 
and will not dispute such worthy sentiments. 

There are numerous charts and tables involv- 
ing a point system where 25 calories equals one 
point. Although any honest information about 
weight reduction is of value to the public, I fear 
that Dr. Peale has written a dull book. The re- 
viewer is of the opinion that the answer to the 
problem of obesity lies in the efforts of intel- 
lectually honest physicians who devote time and 
thought to the problem. 

Leonid Kotkin, M.D. 


PSYCHIATRY: DESCRIPTIVE AND DYNAMIC. 
By Jackson A. Smith, M.D. Baltimore: Wil- 
liams and Wilkins, 1960. 321 pages. $7.00. 


The reviewer finds this book of Doctor Smith’s 
well written, easily readable, understandable and 
extremely well organized. More importantly, he 
successfully carries out his original aim in writ- 
ing his treatise by reducing the complex, com- 
plicated and abstract subjects of psychiatry and 
psycho-dynamics to a level where various psy- 
chiatric syndromes would be easily recognizable 
by students and non-psychiatric physicians. The 
contents are carefully arranged and written in 
a conversational tone. At the beginning of each 
chapter there is a well defined outline which 
makes it easier for the student to follow. The 
author has a very extensive and excellent list of 
references in his bibliography. Such areas in 
psychiatry as “Controversies,” ‘Theoretical Dis- 
cord” and ‘“‘Non-Medical Speculation” are mini- 
mized, and he gives adequate attention to the 
more important and more frequently seen psy- 
chiatric problems. Basic dynamic concepts are 
included as well as a brief review of their origin. 
There are many interesting clinical examples 
cited to aid the student to better understand the 
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psychiatric disorder. The chapters on ‘“Psychi- 
atric Examinations” and ‘‘Psychotherapy” should 
certainly be of interest and value to all physi- 
cians. All clinical syndromes seen in psychiatric 
practice are well discussed etiologically, psycho- 
logically, dynamically and therapeutically with 
minimal abuse of semantics. It is an excellent 
text book and will be meaningful and act as a 
dependable guide to physicians who are inter- 
ested in psychiatry and the emotional disorders 
of their patients. Students and non-psychiatric 
physicians should find this a valuable book. 
Milton H. Cohen, M.D. 


LOSE WEIGHT AND LIVE. Robert P. Goldman. 
New York: Doubleday and Company, Inc., 1961. 


There is no doubt that any book on obesity 
which will persuade some readers to lose weight 
serves a good and useful purpose. There must 
have been scores published in the past ten years 
which have covered the same ground, ad nau- 
seum. The padding, repetition, imitation and 
superficiality of these books have not impressed 
the intelligent reader. 

This book offers the experience of a profes- 
sional writer who lost weight. The reviewer as- 
sumes that it is necessary to offer common sense, 
“Dutch Uncle’ advice, in order to reach the 
largest numbers and so insure a substantial sale. 
If so, this point of view deserves some respect. 
But deeper reasons as to the emotional back- 
ground of overeating will appeal to the more 
thoughtful reader. 

Leonid Kotkin, M.D. 


AIDS TO PSYCHIATRY. W. S. Dawson and E. W. 
Anderson. Eighth Edition. Bailliere, Tindall & 
Cox, London, William & Wilkins Co., Baltimore, 
1960. Pp. 310. $3.50. 


This eighth edition of a book first published 
thirty-six years ago, retains the original goals of 
presenting a concise account of current practical 
psychiatry. Its special appeal lies in its value 
to the non-psychiatrist seeking solid foundations 
in basic concepts. 

The chapter on “Psychopathology” is extremely 
useful in that it emphasizes the need to under- 
stand the interrelationships of somatic and psy- 
chic factors—that neither by itself provides the 
magical answers. Its concise formulations of 
psychopathological aberrations and disorders are 
lucid and instructive, and encompass all theories 
and schools of persuasion. The etiology of men- 


tal disorders follows similar unprejudiced expo- | 
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The chapters on “Organic Disorders” 
“Toxic States” are complete; epilepsy is consid- 
ered in all of its manifestations and covers patho- 
physiology and EEG findings. “Schizophrenia” 
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is an exceptional chapter, containing basic ma- 
terial on diagnosis; it also provides insight into 
the psychodynamics and symptomatology. “Af- 
fective Illness” is no less valuable; here, there 
is an indication of the potentialities of anti-de- 
pressive drug therapy. 

The contributions of Freud, Jung, Adler, Rank, 
Horney, Sullivan, and Fromm and the existen- 
tialists are presented in a non-judgmental man- 
ner, so that the reader can obtain an objective 
view of their basic concepts. 

The chapter on “Hysteria” is unusually per- 
ceptive in that it clearly delineates the problems 
faced by the physician, whether or not he is a 
psychiatrist, in handling these difficult patients. 
Psychodynamics, secondary gain, symptomatol- 
ogy and treatment are all covered. 

Of particular interest to the readers of Psy- 
chvsomatics is the chapter on “Psychiatry and 
General Medicine.” 

This book is recommended to those who seek a 
concise, yet unusually inclusive review of cur- 
rent psychiatry, especially in its practical ap- 
plications. 

W.D. 


A SYSTEM OF MEDICAL HYPNOSIS. By Ainslie 
Meares, M.D. Philadelphia and London: W. B. 
Saunders Company, 1960. 484 pages. $10.00. 


This very timely medical textbook no doubt 
will be extensively used. It is divided into 5 sec- 
tions, a glossary, a brief bibliography, and an ex- 
cellent index. The five sections are made up of 
fifty-seven chapters. The main criticism that 
can be made is that there is considerable repe- 
tition, and the author’s stand on psychoanalysis, 
as pointed out on page 29, appears to be some- 
what prejudiced. 

In the introduction, Dr. Meares states: ‘This 
book is an attempt to integrate the theoretical 
and the practical aspects of hypnosis in the realm 
of clinical medicine.” He then goes on to say 
later: “The object has been to offer the student, 
the practitioner and the psychiatrist-in-training 
a guide to medical hypnosis which is essentiaily 
practical but which at the same time clearly re- 
lates the clinical procedures to the underlying 
psychodynamic principles.” In the last para- 
graph of the introduction, he states: ‘““Hypnother- 
apy is described as a highly integrated proce- 
dure; ... each step... facilitates each succeed- 
ing step. Our interview with the patient is con- 
ducted in such a way that we can make an easy 
transition to hypnosis. Unbeknown to the pa- 
tient, during the physical examination, we assess 
his suggestibility and determine the most satis- 
factory method of inducing hypnosis. . . . By the 


integration of all steps, the individual procedures 


are no longer isolated events, but become parts 
of a system of medical hypnosis.” On page 11, 
in discussing motivation for hypnosis, he states 
that “many past criteria for hypnosis have been 
made on an enumeration of symptoms rather 
than on any analysis of the psychodynamic basis 
for the symptoms. The result is that after nearly 
two centuries of experience, hypnosis has scarcely 
progressed beyond the experimental stage, and 
at the present time only a small proportion of 
psychiatrists have training and experience in this 
field.” 

The author’s description of “the physical ex- 
amination” is a unique approach to the subject 
and no doubt will receive much criticism from 
psychoanalytically oriented psychiatrists. The 
explanation he gives, nevertheless, is valid and 
quite likely will be generally accepted by medi- 
cal practitioners. The technic will create com- 
plications, and unless the practitioner remains 
objective, he is apt to become involved. The “‘rea- 
sons for removal of clothing’”’ given by the au- 
thor on page 161 appear logical, but in the United 
States would generally be frowned on, and in a 
country where suits for malpractice are on the 
increase, no physician will introduce this technic 
without caution. 

The “dynamic method of induction of hypno- 
sis,” described in chapter 24, is well worth the 
consideration of every physician, and the state- 
ment made in the last paragraph of the book is 
well taken: ‘The physician has now learned that 
he must treat more than the patient’s body; he 
must also treat the mind.” 

In this book any physician interested in the 
subject of hypnosis will find much stimulating 
reading. 

James L. McCartney, M.D. 


ANOREXIA NERVOSA. By Eugene L. Bliss, 
M.D., and C. H. Hardin Branch, M.D. New York: 
Paul B. Hoeber, Inc. 


I feel that the monograph by Bliss and Branch 
on “‘Anorexia Nervosa” represents a worth while 
addition to the library of those in general prac- 
tice, internal medicine and psychiatry. The dif- 
ferential diagnosis is well considered. The rela- 
tionship of anorexia nervosa to pituitary cachexia 
or Simmonds disease is discussed, but perhaps 
further elaboration would be helpful for the in- 
ternist. For example, we feel that 17-ketoste- 
roids and 17-hydroxysteroids are different in 
these two conditions inasmuch as the patient 
with anorexia nervosa has a decrcased 17-ke- 
tosteroid but essentially a normal 17-hydroxys- 
teroid value. Their thyroid uptake studies re- 
vealed normal findings. However, not infre- 
quently in the far advanced case, as a result of 
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the hypothalamic involvement, these patients 
may show low thyroid function placing them in 
the range of the hypothyroid patient. Another 
excellent differential point which was not men- 
tioned is the value of the oral versus the intra- 
venous glucose tolerance test. Both hypopitui- 
tarism and anorexia nervosa will be associated 
with a flat oral glucose tolerance test. The in- 
travenous glucose tolerance test will be normal 
in the latter but will show a hypoglycemic un- 
responsiveness in the former. We also have felt 
that cachexia is rare in hypopituitarism unless 
hypothalamic disease is present. The loss of pu- 
bic and axillary hair in hypopituitarism is not 
seen in patients with anorexia nervosa unless 
they are in the terminal phases of their disease. 

There is no question that the therapy of ano- 
rexia nervosa has been slanted from the point of 
view of the psychosomatic approach. We feel 
that in those patients who show signs of dimin- 
ished pituitary activity, replacement therapy 
with the initiation of menses by substitution 
treatment with steroids would be well worth 
while and may hasten the patient’s return to a 
normal state. 

Their exhaustive case history reviews and the 
large number of cases makes this a most valu- 
able and interesting monograph. It is well writ- 
ten. The extensive bibliography and excellent 
index add to the value of the monograph. 

Herbert S. Kupperman, M.D. 


THE PSYCHOLOGICAL REPORT. Walter G. 
Klopfer, Ph.D. New York: Grune and Stratton, 
1961. 146 pages. 


This valuable book was written primarily for 
the psychological trainee. The author stresses 
the need for a focus on the psychological report. 
The report must be accurate, unambiguous, in- 
dividual and objective. He reviews several or- 
ganizational schemes and offers one of his own. 
He shows how technical language can be lucidly 
described in every day terms. He feels that the 
report writer should exploit all possible infor- 
mation, even the individual’s life history. The 
test report should be of practical use in formu- 
lating future plans for the patient. He discusses 
some of the blind spots of the examiner; there 
is a tendency to describe pathology rather than 
strength. In the last chapter, the author shows 
how to work up the interpretation, based upon 
a battery of 11 tests, individually and then in- 
tegratively, in crisp, keen and vigorous lan- 
guage. This little book also contains an appen- 
dix with a number of illustrative reports. 

The author attempted a difficult task. He 


stressed the practical, but two weeks’ work on 
one patient (work-up of 11 tests) is hardly a 
practical or economical procedure. “Prognosis” 
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is a highly hypothetical area in the compiex 
structure of personality evaluation. Even s.a- 
soned clinicians would judiciously avoid includ:ng 
prognosis in a psychological report. Although 
the illustrative reports were superb, they shold 
have been more varied to include reports to 
courts, public welfare department, rehabilitat.on 
agencies and schools. The trainee may be con- 
taminately biased by having all available intor- 
mation on a patient beforehand. Lastly, we 
missed reference to a personality theory or bovuks 
or lecture course that would assist the trainee 
in integrating discrete test findings into a pric- 
tical, meaningful functioning whole. 
Benjamin Kotkov, Ph.D 


NEGLECTED AREAS IN FAMILY LIVING. 
Thomas Earl Sullenger, Ph.D. Boston: The 
Christopher Publishing House, 1960. $5.75. 


The author refers to this book as “‘a feeble at- 
tempt” to renew interest in those areas which he 
regards as naving received little attention in the 
standard texts on marriage and the family. It 
is a compilation of articles that have appeared 
in magazines having popular appeal. Examples 
of the subjects dealt with are: “Six Threats to 
a Happy Marriage,” “Let’s Bring Back the Fam- 
ily Dinner,” ‘‘How to Get Along with Any In- 
Law.” Within the limits of its scope the advice 
offered is sound in such chapters as ‘‘What Shall 
We Tell Our Children About Death?’ and ‘Do 
Interfaith Marriages Work?” This is a read- 
able book for people seeking information whose 
needs and expectations are not beyond an intel- 
lectual level. 

Elizabeth Thoma, Ph.D. 


DOCUMENTA GEIGY. Acta Psychosomatica, No. 
3. Geigy Co., Ardsley, N. Y. 


This is the third of an excellent series of book- 
lets and deals exclusively with psychosomatic 
medicine. It was written by J. J. Lopez Ibor, of 
Madrid and nothing appears to be lost in the 
translation. Alexander, Weitbrecht, Ruesch, 
Halliday and Grinker discuss the varying points 
of view of environmental factors with some ac- 
centuation of the sociological factor in psycho- 
somatic investigation. 

An excellent chapter on organ language dis- 
cusses a multitude of organic concepts. A bio- 
logical basis for neurosis and psychosomatic dis- 
orders is convincingly portrayed with reference 
to the work of Cannon, Pavlov, and Selye. Much 
emphasis is placed on minimixing the concept 
of cortical function and accepting new neuro- 
physiological discoveries, implying a new  ere- 
bral mythology which iconoclastically sha'ters 
existing concepts. Assuming the authors hy- 
pothesis that there is a neurodynamic bass in 
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neurosis and psychosomatic disorders, it appears 
obvious that the role of psychopharmacology in 
psychosomatic medicine is of prime importance. 

The author’s concept of transference combines 
the doctor-patient relationship with chemother- 
apy and shows dependence on all available re- 
sources. The significance of transference is dis- 
cussed, and the successful manipulation of the 
transference is equated with, and is conditionally 
necessary for successful psychopharmacology. Of 
the three volumes in the series, this, without 
doubt, will have the widest appeal to the mem- 
bers of the Academy of Psychosomatic Medicine. 

Edwin Dunlop, M.D. 


MEDICAL HISTORY-TAKING. lan Stevenson, 
M.D. New York: Paul B. Hoeber, Inc., 1960. 
266 pages. 

This book fills a paramount need of medical 
students and practitioners. As pointed out by 
th: author: 

In the autumn of 1958, the Association of 
American Medical Colleges held its first Institute 
on Clinical Teaching. The participants came 
from every medical school of the United States 
and Canada and showed a remarkable diversity 
of skills and backgrounds. Although they did 
not agree on many things, they did almost unan- 
imously agree that medical graduates must know 
how to gather information from patients. The 
young physician can add other skills as he con- 
tinues his training and experience, but if he has 
not acquired comfort and dexterity in history- 
taking and interviewing by the time he grad- 
uates, he will practice medicine with incomplete 
data for which no other skill can compensate. 
Progress in psychological medicine, with the in- 
creasing recognition of important psychological 
factors in a large number of illnesses has re- 
stored history-taking to the significance it had 
before the development of modern laboratory in- 
vestigation. History-taking and interviewing are 
the physician’s chief tools for psychological eval- 


uation. Moreover, the past twenty years have 
brought considerable improvement in_ tech- 
niques.” 


The contents of the book are well organized 
into three parts, with excellent examples from 
actual cases to illustrate various teaching points. 
Part I, The Medical Interview, deals with the 
physician-patient relationship and the procedures 
and processes of medical interviewing. Part II, 
“What to Learn in History-Taking,” is devoted 
to the history of the present illness, the family 
hnstory, the personal history, and topics for 
fuller discussion. Part III, “The Technique of 
History-Taking,” considers methods to help pa- 
tients talk freely, how to guide the interviews, 
variations in interviews, difficulties and failures 
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in interviewing, and a final section on interview- 
ing members of the patient’s family. 

Dr. Stevenson provides a profound and lucid 
understanding of medical case history-taking. 
Such understanding is not expressed by cliches 
or verbal homage but by being psychologically 
minded in dealing with the diverse nature of the 
human being in health or illness. Until the pa- 
tient and his problems have been adequately ex- 
amined and studied, nothing pertinent can be 
really known or done. 

One can hardly exaggerate the importance of 
the physician’s communication of friendly feel- 
ings. No one can say that a particular form of 
interviewing surpasses others. A kindly physi- 
cian can use an apparently crude question and 
answer method while developing an extremely 
strong and therapeutic relationship with his pa- 
tient. Conversely, an insensitive physician may 
use a more “modern’”’ nondirective technique and 
annoy the patient. Interviewing cannot be 
learned from a book; personal experience does 
teach this and teaches also that the method of 
interviewing can vary widely without impairing 
the results. 

The physician may vary the amount of warmth 
he shows since some patients need more encour- 
agement than others. Yet the physician need 
never sympathize sentimentally with the patient 
in his misfortune. Wise patients will prize under- 
standing more highly than sympathy. Nor should 
the physician identify himself completely with 
the patient so that he comes to believe and say 
to himself: “Anyone would have become sick if 
he had gone through what you did.” If the phy- 
sician begins to lose his objectivity, he may also 
lose his ability to help the patient. His task is 
to understand the patient’s reactions without nec- 
essarily believing that they are the only possible 
reactions. 

When the physician tries to communicate 
greater friendliness and warmth he should realize 
there may be possible misunderstandings of his 
gestures. Thus he may think it helpful and it 
sometimes is, to touch a patient or use the pa- 
tient’s given name. But some may interpret the 
physician’s physical contact as a sexual advance; 
others may construe h‘s use of their given names 
as belittling them or treating them like children 
who are called by their first names. A knowl- 
edge of different cultures and a tactful sense of 
the immediate situation will assist the physician 
to do what is helpfui. 

Both medical students and practitioners will 
find this textbook timely and practical; it should 
also be fruitful to allied professional people in- 
terested in increasing their appreciation of medi- 
cal history-taking. 

P. J. Sparer, M.D. 
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REVIEW OF MODERN MEDICINE. (Volume I, 
January through June 1960.) Walter C. Alva- 
rez, M.D., Editor-in-Chief, Minneapolis, Minn. 
Pp. 1190. $12.50. 


This comprehensive compilation of abstracts, 
the first of two volumes of current important 
medical reports, also includes detailed studies 
of specific medical problems. Of special inter- 
est is “The Diagnosis of Schizophrenia” in which 
some of the more subtle, and often missed or 
misinterpreted signs of psychosis are described. 
The concept of ‘Masked Schizophrenia” (pseu- 
do-neurotic) is described in detail. The descrip- 
tion of the effects of the behavior of the schizo- 
phrenic patient on the interviewing coctor is 
most revealing in that the doctor may become 
aware of increasing frustration in his attempt 
to elicit facts. In “Genetics and Medical Prac- 
tice,” the biochemical consequences of an inborn 
error of metabolism in producing phenylketonu- 
ria are considered. Recent chromosome studics 
are reviewed. 

The editorials by Dr. Alzarez are always stim- 
ulating. The “Syndrome of Carotid Thrombo- 
ses,” “Help from Outside One’s Specialty,” and 
“Dr. Charlie Mayo’s Helpful Hint in Diagnosis” 
deserve special mention. 

The abstracts include all areas of medical 
practice. Of special interest to this reviewer 
were those that considered emotions and con- 
gestive heart failure, magnesium deficiency, oc- 
ular signs of brain stem tumors, changes in 
cerebral uptake of oxygen with aging, factors 
in rehabilitation after head injury and the man- 
agement of neurodermatitis (where attempts to 
treat it without attention to psychological factors 
were unsuccessful). 

Over 100,000 articles were examined to select 
the almost 1,000 that were deemed to be of suf- 
ficient interest for this book. In bringing new 
information to the practicing physician in a 
most readable and succinct form, Modern Medi- 
cine is performing a most valuable service. Vol- 
ume II will cover July through December. 

W.D. 


THE CHEMICAL BASIS OF CLINICAL PSYCHI- 
ATRY. By A. Hoffer, M.D., and H. Osmond, 
M.R.C.S. Springfield, IIl.: Charles C. Thomas, 
1960. $8.50. 


The etiology of major mental diseases always 
has been an interesting subject which has com- 
manded the attention of psychiatrists. Students 
of schizophrenia in particular have speculated 
extensively on its causes and have offered a 
phalanx of reasons to show that it has a psy- 
chogenic or a biologic foundation. The last few 


decades have witnessed an intensified interest in 
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an organic basis for schizophrenia, especially 
since the advent of modern neuropsychopharma- 
cology. In research centers throughout the world 
the schizophrenias have been the object of much 
laboratory study, and the pursuit of a chemival 
basis for these disorders is now fashionable. 


Among the foremost leaders in the current bio- 
logic research in mental disorders is A. Hoffer at 
the University Hospital, Saskatoon, Canada. For 
years, he and his associate, Dr. Osmond, have 
labored prodigiously to discover the biochemical 
basis of schizophrenia. These pioneers have 
evolved the hypothesis that “it is likely that the 
bodies of schizophrenics contain substances 
which inhibit the transformation of adreno- 
chrome into leucoadrenochrome, thereby increas- 
ing the relative production of adrenolutin.”’ 


Since much of Drs. Hoffer and Osmond’s work 
has been published in scientific journals scat- 
tered over the globe, they undoubtedly felt that 
the time had arrived to present their material 
in one volume. The Chemical Basis of Clinical 
Psychiatry is a provocative and controversial 
book which will win praise and criticism. Its 
authors supply the reader with much food for 
thought as they unflinchingly criticize psycho- 
analytic theories and concepts of milieu and 
stress while systematically developing the clini- 
cal and laboratory basis for their own position. 
They review their biochemical and biologic as- 
says of patients, present their work with model 
psychoses, and call upon other parameters to 
substantiate their views. 

No one can read this book without profit. It 
is challenging to say the least. It is a tribute 
to the courage and assiduous efforts of two men 
who are not deterred easily by obstacles or crit- 
ics. They have something to say and they ex- 
press it well. 

Frank J. Ayd, Jr., M.D. 


ASSESSMENT OF HUMAN MOTIVES. Edited by 
Gardner Lindzey. New York: Grove Press, Inc., 
1960. 273 pages. $1.95. 


Lindzey opens this paper-backed volume. of 
which he is the editor, by stressing that motiva- 
tion has been seriously studied by psychologists 
only in the past two decades. He is most con- 
cerned about the absence of adequate measuring 
devices in “uncontrolled” detailed studies of in- 
dividual cases. Kelly, in ‘Man’s Construction of 
His Alternatives” admits that he deals only with 
half-truths, but these he hopes will lead to better 
truths. After debunking motivation he states 
that the important direction is the anticipation 
of greater extension. Festinger discusses cogni- 
tive dissonance as a motivating state. By this 
he means two bits of knowledge that an indi- 
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vidual has that don’t fit together. Klein reviews 
some issues of control structures involved in 
behavior and their relation to drives. He sees 
motivations exemplified in continuous accommo- 
dative autonomy. Schafer presents the defenses 
as analogous to motives and writes at some 
length about the role of regression in the serv- 
ice of the ego as an adaption process. 

‘anis pleads for strong supportive evidence in 
the reports of psychoanalytic case material. He 
oftcrs the following eight criteria for evaluating 
supportive evidence: 1) spontaneous recall, 2) 
in.ependent external evidence, 3) consistent be- 
havioral signs, 4) internal consistency, 5) spe- 
citi’ symbolic derivatives, 6).confirmatory asso- 
ci:tions, 7) over-all consistency, and 8) the ob- 
ser ver’s global clinical impression of the plausi- 
bility of the inferred event. 


\urray favors the exploration of conscious 
mc'ives in the context of a specific situation 
within which a motive operates but he warns that 
a single human endeavor may involve a number 
of different needs. He also indicates that direct 
methods alone are insufficient. He cites his TAT 
test as a means of discovering submerged mo- 
tives. Cattell leads his readers into a fascinat- 
ing mathematical journey in objective measure- 
ment of motivation that he classifies as a dy- 
namic calculus. Allport terminates the volume 
by providing an historical perspective on an ar- 
ray of approaches to the study of motivation. He 
summarizes those efforts as falling into ten 
classes: intellectual capacities, syndromes of 
temperament, unconscious motives, social atti- 
tudes, ideational schemata, interests and values, 
expressive traits, stylistic traits, pathological 
trends and factorial clusters. 

Lindzey has provided the reader with an im- 
posing list of lectures on the assessment of hu- 
man motives. The editor has been very success- 
ful in giving a book to the public that will serve 
many needs regardless of the specific orienta- 
tion of the serious student or the professional 
authority on motivation. Despite the reader’s 
particular theoretical construct, there is much 
to learn in the contribution of these authors 
whose views may differ radically from one’s own. 


Benjamin Kotkov, Ph.D. 


PSYCHOSOMATICS 317 


MODERN CLINICAL PSYCHIATRY. Arthur P. 
Noyes, M.D., and Lawrence C. Kolb, M.D., Phila- 
delphia and London: W. B. Saunders Co., 1958, 
694 pages. 


This is one of the most valuable modern text- 
books of psychiatry which should appeal equally 
to the psychiatric specialist, general practitioner 
and all doctors. A most excellent blend of psy- 
chodynamics and internal medicine against the 
background of physiology has been presented 
here. Every doctor will feel at home with a psy- 
chiatric textbook where he finds numerous clear 
references to internal medicine and the basic sci- 
ences. It is always easy to find minor omissions 
even in the most satisfactory piece of work and 
some of them may be casually enumerated here, 
such as psychiatric disturbances with subarach- 
noid hemorrhage, hepatic encephalopathy, men- 
tal disturbances with magnesium deficiency, the 
very valuable Waltman’s sign in hypothyroidism, 
etc. The British-trained psychiatrists would 
miss reference to the “bible” on mental defi- 
ciency of Tredgold and Tredgold in the bibliog- 
raphy. 

On the other hand any doctor will feel quite 
at home when reading excellent chapters on 
“chronic brain syndromes associated with dis- 
turbance of metabolism, growth and nutrition’”’ or 
on “brain syndromes associated with circulatory 
disturbances,” while a psychiatrist will pleasantly 
refresh his contact with general medicine. 

A new edition of this book, which is already in 
preparation, will contain still more medical ma- 
terial and would certainly appear even more fa- 
miliar to internists and other non-psychiatric 
physicians. 

From the psychodynamic point of view, some 
bold suggestions may possibly be made to include 
a discussion on the psychodynamics of everyday 
doctor-patient relationships, which may help all 
doctors to understand better the feelings of their 
patients as much as their own feelings in every- 
day professional experiences. General guiding 
principles of handling some very common atti- 
tudes of patients such as dependency, hostility, 
anxiety, discouragement, and so on, may add fur- 
ther value to this already excellent work. 

Victor Szyrynski, M.D., Ph.D. 
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INFORMATION FOR CONTRIBUTORS 


While Psychosomatics is the official journal of 
the Academy of Psychosomatic Medicine, its 
pages are open to all authors interested in the 
concept of total medicine. Original papers, book 
reviews, abstracts, letters: all will be considered 
by the editors for publication. Criteria for pub- 
lication are scientific merit, interest, timeliness, 
and pertinence to the role of psychiatry in the 
daily practice of medicine. 


Manuscripts 


The original manuscripts of papers read at the 
annual meetings of the Academy should be left 
in the Press Room during the meetings, or sent 
to the Editor promptly afterward. Do not de- 
posit carbon copies. 

Papers read at the annual meetings become 
the property of the Academy. Not all papers 
read, however, can be published, and authors 
wishing to publish in other vehicles will first se- 
cure from the Editor the release of their manu- 
scripts. 

Papers will not be accepted for publication if 
they have been already published. 

Papers contributed during the year (not on the 
annual program) should be sent to the Editor. 


Style 
Manuscripts should be typewritten, double 
spaced, on one side of the paper. They must be 


prepared in conformity with the general style of 
Psychosomatics. Retain a carbon copy of manu- 
script and duplicates of tables, figures, etc., for 
use should the originals be lost in the mails. 


Illustrations 


Authors will be asked to meet printer’s costs 
of reproducing excessive illustrative material. 
Copy for illustrations cannot be accepted unless 
properly prepared for reproductions. Wherever 
possible, drawings and charts should be made 
with India ink for photographic reproduction as 
zine etchings. Photographs for halftone repro- 
duction should be glossy prints. Illustrations 


should be as small as possible without sacrificing 
important detail. 


Authors’ Corrections in Proofs 

Corrections, additions or deletions made by .iu- 
thors are to be charged to them. Proper edit:ng 
of original manuscript is important to avoid ‘he 
expense of correction. 


Tables 

Tables should be typed on separate sheets, 
Tables are much more expensive to set than text 
material and should be used only where nec- 
essary to clarify important points. Authors will 
be asked to defray cost of excessive tabular ma- 
terial. 


References 
References should be assembled according to 

author in a terminal bibliography, referred to in 
text by numbers in parentheses. Bibliographical 
material should be typed in accordance with the 
following style for journals and books respec- 
tively: 

1. Rosen, H.: 
1957. 

2. Gesell, A., and Ilg, F. L.: The Child from Five 
to Ten. New York: Harper & Bros., 1946. 
Abbreviations should conform to the style used 

in the Quarterly Cumulative Index Medicus. 
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Articles appearing in this Journal do not nec- 
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